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Demographic and educational characteristics of nurses and their role 
in relation to-medicine leads to the classification of nursing as a 
semi-profession. Nursing of the acutely ill is basically hospital 
based. Hospitals are complex organisations with multiple goals of 
patient care, diagnostic and treatment services, and in many, education 
and training of doctors, nurses and other personnel. They are also 
professional organisations in which the primary goals are pursued by 
'.the health professionals rather than the line management. . ' ;^ A
Semi-professionals are traditionally hierarchichally organised and 
heavily bureaucratised. The major professions, of which medicine is . 
typical, are characterised by egalitarianism in the interests of pro­
fessional autonomy. They are thus traditionally resistant to most 
forms of bureaucratic organisation. Because of these characteristics 
of hospitals and their personnel there is potential for conflict.,.
This is exarerbated by the speed-of change which has overtaken the health 
services along with society as a whole. The mechanistic systems of 
organisation, designed to meet the stable conditions prevailing at the 
time of the industrial revolution, are ineffective for management of 
modern complex organisations. There are now typically multiple 
vertical lines, and heads of departments. Effectiveness is dependent 
on an organismic structure capable of developing horizontal and 
vertical co-ordination essential for success.
Nursing needs are accorded only secondary importance to the now major 
objective of maximum medical output to meet continually increasing 
demands and nursing is relatively powerless to correct the imbalance 
in a traditionally organised service. A study;was carried out in a 
Provincial Teaching Hospital to attempt to identify organisational 
factors which may adversely affect the performance of nursing staff 
both within and above ward level. Questionnaires were completed by 
Ij.2 Day Sisters concerning organisational problems and relationships. 
Analysis showed that the sisters were largely homogeneous in outlook 
despite certain differences. Excessive pressure owing,principally to 
the work load was widespread, and severity of pressure was significantly 
associated with age. Questionnaire’s completed by 10 Night'Sisters and
8 Nurse Administrators showed that the Night Sisters ranking of wards 
was closer to the Student Nurses than that of the Nurse Administrators. 
Night Sisters1 perception of problems was specifically clinically 
orientated and Nursing Administrations’ management orientated. Inter­
views with 9 Senior Nurse Administrators and 21 Medical Consultants 
revealed an almost total failure of co-ordination-between the two on- 
management problems intrinsic to the effectiveness of nursing services 
and a corresponding failure of the Nursing Administrative function.
There was evidence of medical complacency and non-involvement and of 
inadequate preparation of nurses for senior positions, within and above 
ward level.
2J4O Senior, Student and Pupil Nurses completed questionnaires from which 
wards were ranked according to evaluations on c-are, discipline and pre­
ference for working in them. Regression analysis produced highly signif­
icant correlations between the three variables. Reasons for preferences) 
interpreted in relation to Hertzberg’s Motivation-Hygiene theory* suggested 
that motivatorswere poorly developed and dissatisfiers exaggerated, 
especially on least preferred wards. Analysis of a patient satisfaction 
survey of i|!,000 discharged, patients contained significant differences/; . -v 
between patients on male wards, female wards, and mixed wards, and *•;' 
between general medicine and surgery, specialties and accident wards. 
Highest and lowest student nurse rankings were within the patients1 
highest and lowest satisfaction rankings. Factor analysis of the 
patient data revealed three predominant discriminators of patient 
satisfaction.
The UOH Management Structure was seen to be deliberately biased towards ' ‘ 
medical predominance and to lack the total organismic structure necessary 
for the development of co-ordination, constructive management and 
increased commitment at all levels. An alternative structure is pro­
posed and further research recommended.
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The White Paper on the re-organisation of the health service (National 
Health Service, 1972) published earlier this year reflected the deter­
mination of successive Ministers of Health to prescribe a remedy for 
the degenerative ills of a service whose performance had been impaired;-, \ 
from the outset by fundamental defects in its original structure. With 
the resulting emphasis on community services and much needed improvements 
in the care of the chronically sick, a thesis concerning itself solely 
with the organisation of nursing care in the relatively narrow environment 
of an acute, and even more res trie tively, a provincial, teaching hospital,1 
runs the riskVof' precipitate' dismissal in favour of more topical consider- ; 
ations. To those concerned directly with this aspect of the service 
however its management remains a formidable challenge. For nursing 
services specifically, the responsibility is great. » •
The long awaited proposals of the Briggs Committee (Report of Committee on 
Nursing 1972) including as they do, increased emphasis on community care 
as part of a major revision in nurse education, go part of the way towards 
meeting the needs of patients following early; discharge from acute hospitals, 
which will be a feature of the reorganised service. It remains a fact, 
however, that the acute hospital nursing service, in England alonp currently 
employs nearly 100,000 nurses (Department of Health and Social Security 
1972). It is in these hospitals that the student labour force both pro­
vides much of the basic nursing care and obtains the training experience 
laid down by the General Nursing Council as a prerequisite to entering 
for the examination leading to, registration. In addition, it is to."the nurse 
training schools of the medical teaching hospitals that many of these 
students are recruited. The organisation of a provincial teaching hospital 
group with the multiple objectives of the provision of a service to the 
surrounding community, training for student and registered nurses, and 
undergraduate and post-graduate medical education is thus of central-: impor­
tance to the service as a whole. In addition, the hospital studied will, 
be seen already to have achieved (and in the opinion of some to have exceeded) 
the limits of safety for patients in terms of early discharge, and its 
experience is thus of value to other hospitals whose pace of work can be 
expected to increase in a similar manner.
This thesis, by a series of fortuitous accidents of geography, timing, and 
inevitably, internal politics, provides a profile of the problems involved
in achieving an effective nursing service in such an environment. Oxford 
is universally acclaimed as a centre of medical excellence whose statistics 
on hospital performance were quoted as recently as April' this year by 
the Chief Medical Officer of the Department of Health and Social Security 
in an exhortation to the service in general to do likewise. Medical 
statistics however are self evidently not total patient care and if this 
is a caring service it is on the latter that the impressiveness of the 
statistics should be judged. This care in the 1970's has become the respon­
sibility of a multiplicity of professional and semiprofessional personnel 
of whom nurses alone provide the continuity of care, without which medical 
and other expertise would be unable to function. The initial nursing object­
ive of this study was the development of techniques for evaluating the care 
needed or given. Initial observations led to the conviction that nurses 
were frequently not giving the care which patients were seen to be in need 
of. The reason why seems at least as important as, and in fact an inextri­
cable part of the first objective. This study therefore attempted to find 
an answer. Why did nurses fail to perceive patient needs and act accord­
ingly? It started with an ignorant assumption that this was a question to 
be posed and answered within the perimeter of the patient care ambience.
Its boundaries were continually pushed upwards and outwards however to 
encompass a series of levels and lines in the total organisation, at first 
in an attempt to salvage an impractical original design (Chapter 4). It 
became increasingly clear however by virtue of a continuous process of 
reference to an infinite range of published work, together with a growing 
insight as the data were analysed and interpreted, that the seeming cata­
strophe of the thwarted original plan was in the event providential.
The answer to the question why involves the unravelling of an incredibly 
complex chain of interlinked variables which this study could not presume 
to achieve. Nor did it attempt to. The first three chapters seek to 
identify recognisable characteristics and consequent problems of nurses as 
an occupational group within the hospital setting, against a historical 
perspective of the British hospital and nursing services and the most recent 
developments regarding their organisation. A detailed review of staffing 
and work load statistics is included to facilitate a comparison between the 
hospital studied and the hospital service in toto, and Chapter 4 outlines 
the study plan and the nursing organisation as described by the senior 
nursing staff. Chapters 5 to 8 analyse the problems facing the nursing 
service from four different organisational perspectives, namely, the senior 
nursinq staff, the senior medical staff, the day sisters, and the senior 
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student and pupil nurses. This information is in turn complemented by a 
patient satisfaction survey which is presented in Chapter 9. The data 
were collected and analysed by a variety of methods varying in sophisti­
cation from the extremely simple to the relatively complex. The ration­
ale for the differing approaches is explained in the appropriate‘chapters 
which are, in effect,, a series of separate but interrelated studies. In 
view of the limitations of what necessarily developed as a piecemeal- , 
rather than a global design, the interpretation of the findings is 
restricted to a series of significant associations between variables rela­
ting to ward organisation and patient satisfaction, some of which have,not 
hitherto been described and others which are interpreted by reference to 
previously published theory. The senior staff functioned as key informants 
whose comments and opinions provided an insight into attitudes and problems» 
both of which are interpreted in the light of published theory and research 
findings reviewed in the early chapters. •
The final chapter attempts to synthesise the results of the study as a whole. 
The bias of the reasearcher is declared from the outset as that of a nurse 
concerned with the provision of an effective nursing service. With this 
end in view, the organisation was examined and found wanting. Chapter 10 
discusses the possible reasons for the observed defects and proposes both 
an alternative structure which corresponds with the requirements of modern 
theories of organisational structure and effectiveness, and further research 
based on the findings of this study. It has been throughout, and still 
remains an ardent hope of the author, that the content of this thesis will 
prove to have made an albeit small contribution to the so far much neglected 
field of nursing research. Measurement of the quality of nursing care 
itself remains an urgent and so far unresolved problem, but the importance 
for the delivery of this care of an organisation appropriate to its needs 
is a functional imperative. Not only did the nursing nurses in this study 
lack such an organisation, but the nursing management (from ward sister 
upwards) and the senior medical staff alike, revealed an almost total lack 
of understanding of the reasons for their combined failure within the 
existing structure, or of the means whereby they might progress from a 
position of impasse to one of effectiveness. The lack of understanding 
thus revealed reflects a fundamental defect in. the education of nurses 
which is aptly summarised in the following extract from a paper by McBride 
(1972)
"Rather than soil our minds with thoughts about how you 
set up a structure and manage a system which permits 
nurses to care and" teach, we blithely assume that the 
principles of good one to one care can be transferred 
to all sorts of situations with good results. Although 
our educational experience rarely includes material on 
systems analysis, political strategies, and organisa­
tional effectiveness, we increasingly have the notion 
that we should be all things to all people. As a result 
of a marvellous flip-flop, we move from wanting to do 
as much as we can for our patients, to wanting to do 
everything people say we should be doing."
This "marvellous flip flop" could not more accurately describe the 
frustrated efforts of the senior nursing staff in their attempts to 
; resolve the problems arising for nursing from the medical-organisation, 
and more fundamentally, the prevailing management structure and their 
inadequate preparation for their management function. Hopefully, not 
only riurses, but the entire range of medical and paramedical staff and ; 
management in general will be helped by this study to move closer to 
the development of a realistic multidisciplinary approach without which 
their fragmented efforts will remain inhibited and limited in effective­
ness.
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S E C T I O N  I 
BACKGROUND
NURSING: A PROFESSIONALISED OCCUPATION WITHIN A CONTEXT OF FORMAL
ORGANISATION. CHAPTER 1.
In an essay by.Fred Katz (1969) it is stated that
"Although nursing is done in a variety of contexts - in schools, in , . 
factories,, in the home - a look at nurses in hospital will best serve to 
describe the nurses professional situation while at the same time v 
illuminating part of the organisational context that exists for the 
implementation of medical knowledge".
Considerable attention has been paid by sociologists to the;development of 
understanding of these two major areas of study, namely, the nature of 
professions and of organisations. As a result, there are now accepted 
theories against which this statement can be considered and in relation 
to which it is possible to answer two basic questions, namely: From the 
vast array of literature on professions, "To what category of occupation 
does nursing belong?" and, from a ,comprehensive typology of organisations 
"What sort of organisation is the modern hospital?" The -answers to both 
are necessary prerequisites to the questions this study sought to answer 
ie: What causes, the observed failure of nurses to perceive the heeds- of 
patients and give nursing, care accordingly? and, Does their performance 
vary in different ward environments and for what reasons? The considera­
tion of these questions is illuminated by reference to theory on behaviour 
of individuals in organisations and in particular the concept of motivation.
Much of the published work on nursing as an occupation within an organisa­
tional context emanates from the United States and is discussed in 
relation to the American System specifically. It is nevertheless valid in 
relation to this thesis, partly because it has resulted in the development 
of relevant theories and has been based on extensive studies across a wide 
range of situations outside of America. In addition, the nineteenth 
century reform of nursing which originated in this country, was followed 
closely by similar movements elsewhere but especially in the United States. 
The differences in the American social structure and educational system ■ 
resulted in an environment more receptive to the professionalisation of 
nursing than was the case in this country, where in any case professional­
isation per se did not feature in the Nightingale policies as an instrument 
of reform (Glaser 1966). The new British Service was-based on a combina­
tion of military and religious styles and although tfte Scottish reform
movements resulted in nationally recognised training and registration, the 
lack of access to university affiliation impeded further progress in this 
direction until well into the twentieth century (Abel Smith I960.). . As a 
result of these influences the performance of research became an Important 
feature of American nursing early in this century (Glaser 1966) and was 
strongly abetted by the contributions of the sociologists, neither of which 
factors were to be found in British nursing until much later.
In a searching review of the development of American nursing, Strauss 
(1966) found difficulty in identifying a rational justification for the 
pursuit of professionalisation. "The early reformers believed that nursing 
Was a profession and apparently were successful in convincing the public 
of this .... It is clear that profession meant to him an occupation with 
impeccable standards .... along with the idea of a 1 calling'". In addition 
however, Strauss noted the absence of any reference to profession in the 
inaugural speech of one of the nurse leaders at the opening of the first- 
university training school in 1899. Instead she proclaimed Mgood training 
through careful recruitment, relatively rigorous discipline, high standards, 
and the best kind of teaching available". Clearly the American nurses 
themselves were uncertain if not actually, divided on the idea of profession­
alisation, and in Britain the division of opinion manifested itself in 
open conflict (Abel Smith 1960).
To the extent that professionalisation was seen as a desirable or necessary 
concomitant of nursing reform", how far did it, or can it succeed? .Arising 
from Glaser's review of professionalism, he gives the following definition:
A profession is a cohesive and autonomous body of trained persons 
who perform work for the benefit of the public on the basis of 
applied scientific knowledge. A considerable institutional 
machinery guards the composition and purpose of the professions: 
training schools often associated with universities, develop 
knowledge,and transmit knowledge, skill and appropriate social 
attitudes to neophytes; organisations examine and license 
candidates for practice; other organisations control or informally 
influence the members technical performance, ethicality, and 
relations with lay clients; an association unites the membership 
in order to communicate knowledge internally and press for the 
profession's collective aims. (Glaser 1966)
In 'Men and their Work E C Hughes (1958) analysed the characteristics of
six different categories of occupation, namely; missions, professions, 
enterprises,, arts, trades and jobs. He found that generally speaking:
R
The professional' deals with people rather than things and his 
product is services rather than goods. His mode of entry is 
not by calling, nor as the result of some inherent gift or 
talent, and he does not learn his trade by practice but by formal 
lengthy standardised academic education prescribed by the 
profession and sanctioned by the state. In all of these ways 
he differs from the members of the other typologies many of 
which may have one or two such characteristics but not all of 
them.
In addition, Hughes describes Marshalls characteristics of the Professional 
organisation, which controls the standards of practice of its members by 
testing their ability before admitting them, imposes a high code of ethics, 
and protects its field from invasion by non members to keep up a high 
level of remuneration and safeguard conditions of work. Two phenomena 
of the professional associated with these characteristics are the high 
levels of self esteem and commitment found in members, for most of whom this 
represents a lifetime prospect. Hughes found nursing to be lacking many of 
the attributes intrinsic to this model of professions. In "Twenty Thousand 
Nurses Tell Their Story" Hughes et al (1959) drew a ^ distinction between the 
’profession' and the 'professional role' which he asserted could be played 
equally well by nurses of varying degrees of skill and training. After a 
detailed consideration of the evidence apertaining to this argument Hughes 
concluded that Marshalls description of nursing as a Semi Profession was 
more appropriate.
The term 'Semi Profession' is used by Etzioni (1969) to describe a middle" 
group of occupations of which full professional status was, on the basis 
of numerous studies, neither fully established nor fully desired. He adds 
the rejoinder that this has in no sense derogatory implications. An 
important corollary of the definition however is the axiomatic extension 
of the subject into a wider sphere of sociological study:
"that of organisations in which practically all semi professionals 
are employed; that of demography, because the large majority of 
the labour force is female and its demographic attributes 
significantly affect the subject; and that of conflict 
analysis because the normative principles and cultural values of 
professions, organisations, and female employment are.not compatible"
A wide range of studies provide the justification for this assertion in the 
series of essays presented by Etzioni following the above extract from his 
preface to the book«»Nurses, Teachers, and Social Workers constitute, the--' •; 
subject matter of three different approaches from which it is demonstrated 
that many of their respective characteristics are common to all.
It is convenient to consider the implications of Etzioni's three specified 
sociological fields in slightly altered order. As stated at the outset,.most 
acute nursing is done in hospital; but the primary function of the modern 
acute hospital is the delivery of medical treatment and in the case of 
teaching hospitals the advance and dissemination of medical knowledge 
(Knowles 1965. Poynter 19641 Medicine is one of the few occupations whose 
claim to full- professional status is beyond dispute (Etzioni, 1969* Hughes, 
1958). The nursing service must however be described as a Semi Professional 
sector within the hospital (unlike, for example, primary schools, which it 
can be shown are semi professional organisations in toto). In demonstra­
ting the demographic implicatiorS for the semi professions, and nursing in 
particular, Simpson and Simpson point out that semi professional organisa­
tions are more bureaucratic than professional ones, and hospital nursing 
services are typically bureaucratically organised. (Simpson and Simpson.1969). 
In,«Modern Organisations}’Etzioni (1964) discusses this in detail showing 
that although they do not wholly correspond with:the Weberian model of ■ 
bureacracy they in fact in many respects justify the use of the description. 
Simpson and Simpson argue that the predominance of women in the semi 
professions has so far predisposed towards the development of bureaucratised 
styles of organisation. How far this remains true or will remain true in 
the light of the recent resurgence of demands for greater equality for 
women in society remains to be seen. For the present however it remains 
true that as demonstrated by Simpson and Simpson (1969) the following 
factors influence the degree of professionalism to be found in the semi 
professions:-
Autonomy: Professional autonomy requires the sanction of the public which
is traditionally more inclined to accord this to men rather 
than women.
Comittment: The degree of comittment found and expected in the professions
must compete with the family role expected of and desired by 
women.
Knowledge: The capacity to extend the specialised knowledge of the
professional is influenced by the level of comittment,which
is weakened in general by the.competition referred to above. 
Utilitarian work motive: Occupations demonstrating the above characteristics
tend to have a utilitarian motivation and both.less confidence 
and. less desire for autonomy. They are thus more conducive-, 
to control, thereby facilitating the exercise of bureaucracy.
Social role of women: Women have traditionally accorded deference to men
and are again therefore, more conducive to control in the work 
situation.
In general therefore quoting Parsons "Sex composition should be considered 
both as a- symptom and partial determinant of the pattern". (Simpson and 
Simpson-1969).
Before proceeding to Etzioni's remaining headings further evidence, can be 
usefully considered to establish the semi professional as opposed to the 
professional status of nurses. The major professions, eg, Medicine, Law, 
University Teachers, the Church, require lengthy training of.five or more 
years. :Their professional organisations demand this as arf essential 
.condition for the assimilation of the specialist knowledge which is their 
exclusive property. In the course of this training as Hughes (1958) 
pointed out "The training carries with it the assimilation of a set of 
professional attitudes and controls, a professional conscience and solidar­
ity. The profession claims and aims to be a moral unit”. Nurse training 
is neither sufficiently lengthy nor sufficiently specialised in content to 
meet these requirements. Not the least of its .difficulties in this respect 
has been the inability of its practitioners to produce a precise definition 
of what nursing is. Various studies have attempted to identify its 
components resulting in such headings as 'Ministration*, 'Communications', 
'Observation' and 'Teaching' (Reiter, and Kakosh,1954) whilst at the same 
time nurses concerned with the apparent failure of nurses- either to deliver 
nursing care or to organise it satisfactorily have emphasised these aspects 
(Abdellah,1950) (Lambertson, 1961). None has so far however succeeded in 
defining the elusive body of special knowledge. Katz (1969) suggested that the 
comparatively rare studies of physiological importance were as appropriate 
to medical as to nursing journals. Nurse training has so far in 
consequence been unable to teach it. The more academically oriented train­
ing associated v/ith universities in the United States, and more recently in 
Britain*has leaned heavily on other disciplines for«the intellectual
content. Associated with this problem has been the unremitting shortage 
of nursing recruits in sufficient numbers to meet the service needs.
This has prevented the necessary degree of control over standards of entry 
commensurate with a high intellectual standard of membership (McGuire, 19,64)
On the question of long term professional commitment Hughes found that. • 
domestic social roles and aspirations took priority over nursing (1958) 
and this was confirmed by 'Vaillot (1962) and by Habenstein and Christ
(1963) in their studies, in which a wide range of degrees and styles of 
commitment were discussed. The higher turnover and short duration of- 
practice for many nurses thus weakens the professional solidarity associa­
ted with highly developed professional attitudes regarding specialist 
knowledge. This in turn is influenced by the lack of post graduate educa­
tion (Hughes et al, 1959) and the absence of sufficient research to develop 
and consolidate specialist knowledge (Katz, 1969). Many nurses were found 
to lack membership of a professional organisation, in Hughes study and 
actual membership was significantly correlated with employment in public 
health, administration or teaching (Hughes et al, 1959). The same was true 
of a recent Scottish study in which poor overall membership was associated 
with relatively high membership amongst Health Visitors and amongst middle 
class nurses (Lancaster,1969). The author in this instance attributed the 
fact to the need for a professional image in the community by the Health 
Visitors and the desire for identification with other professionals in the 
families of the middle class nurses. Despite the low fating on many.of 
the required criteria of professionalism(Hughes et al, 1958) found that they 
scored highly on self esteem. Ninety per cent of his sample would recommend 
their relatives or friends to enter nursing. A final and important deter­
minant of their situation however is related to the heteronomy of nurses 
in their work situation. They are, according ;to Marshall (1958) in a sub­
ordinate position in the middle of a hierarchy of health therapists withb 
no prospect of progression to autonomy. In the opinion of Katz (1969) this 
may be an inherent fact of nursing associated with its weak scientific base 
or perhaps to a vicious circle within the system: "If the latter, it may
be that nurses have not developed a body of viable scientific knowledge 
because they have been kept in caste like subservience to doctors ,■and their 
lack of success has then been used to justify keeping them in their low 
status". In any event this lack of autonomy and subordination to medicine 
is seen by Goode (1969) as a reason for predicting that unlike some other 
aspiring semi professions nursing will not become a full profession. They
may achieve improved economic and prestige positions but they will not 
achieve independence from medicine. "Whether or not the nurses seek this 
latter development and whether it is a desirable or necessary objective 
are another part of the debate, but,it seems clear at least;that most of 
the available evidence justifies the classification of nursing as a semi 
profession. '
What of the organisation within which these semi professionals operate?
Put at its simplest, organisations are social units deliberately con­
structed and reconstructed to seek specific goals (Parsons, 1960) or as 
Etzioni (197O) expressed it, social tools specialising in getting things 
done. Blau and Scott (1963) differentiated between organisations on the''" - 
basis of who benefitted from their operations, from which the hospital 
emerges as a "Service1 organisation where the client group (the patients) 
are the prime beneficiaries. The.degree of sophistication brought to bear 
on this area of study and the corresponding increase,in understanding of. it 
can be guaged by the abundance of literature now available in the prolific 
writings on analysis, structure, behaviour and effectiveness of organisations. 
The theory, most .pertinent to this study however is that which;deals;with the 
effects-for patient care of, a) the problems of professionals in a bureaucracy, 
b) the egalitarian organisation of the dominant profession’(Medicine)] side 
by side with the two hierarchies of nursing and of. administration, and c) the 
conflict implicit in this situation, and finally d) the end result of this 
as it.affects'the motivation of the nurses to give, and ,the capacity of patient 
to receive, the care which is the raison d?ebre of the nursing service.
General hospitals, in addition to being service organisations are also iden­
tified as professional organisations, (Etzioni, 19^ 9) from which fact can 
be traced great potential for conflict. This derives from the relationship 
between the authority structure and the goals of the organisation which in 
the professional organisation are reversed by comparison with the typical 
bureaucratic authority structure;Weber (1971) in which the individual is 
described by Scott (1969) as a person performing specialised but also 
routine activities under the supervision of officials organised In a 
hierarchical fashion. The line of control in non professional organisations 
is responsible for the fulfilment of the organisations primary goals, the 
provision of expert advice being a secondary goal and a function of the staff
•ft , s ,members of the organisation. In the hospital however and especially in the 
general hospital, the primary goal of patient therapy, is seen to becontrol­
led by the professionals and the secondary goals by the administration.
The non professionals provide the means, eg. control and distribution of 
finance, and the medical experts pursue the ends (Etzioni, 1961). Thus 
although incorporating certain characteristics of bureaucracy, the hospital 
also embodies important differences. Whereas in other types of organ-, 
isation, over influence by the professionals can threaten.the achievement 
of organisation goals, the reverse is true of hospitals, in which over 
influence by the administration is seen as interference with the legitimate 
authority of the professionals. Neither discipline ideally fulfills the 
role of head of the organisation because of differing backgrounds, moti­
vation and values which might result in bias detrimental to the achievement 
of either goal. The solution in the British Hospital Service is to 
recruit and train ’semi-experts’ to carry out a co-ordinating function 
accountable to a Board of Governors or Hospital Management Committee.
T^is in effect corresponds with Perrow’s description of Multiple-leader­
ship found in organisations with multiple goals. (1961.) A typical example 
of the conflict associated with this situation is quoted by Etzioni (1961) 
in which physicians may see the hospital primarily as a research instit­
ution and wish to refuse or discharge uninteresting cases.
The hospital however is also seen by some as an example of the complication 
of functional authority, a concept which according to Etzioni (1961) lacks 
clear definition but refers to the existence of low level actors' who are 
subordinated to two or more authorities at the same time. This again 
contributes to the potential for conflict and is explained by Barnard (19U8) 
as a dysfunction of highly developed Status Systems in formal organisations. 
The concept is said by Barnard to be a necessary aid to organisation effec­
tiveness, but the co-existence of functional and scalar authority have been 
shown in studies actually to diminish effectiveness, by the immediate impact 
of contradictory instructions and the long term erosion of morale asso­
ciated with this. In a study by H Smith (1955) the hospital is described 
as ’’.an organisation at cross purposes with itself in which many of the 
employees find themselves caught in the middle” and ’’there is almost no 
administrative routine which cannot be and frequently is, abbrogated or 
countermanded by the physician himself, or one acting for him, in the cause 
of medical emergency.” Weber (1970) described the functional authority 
of the professionals as ’Charismatic Authority’ a primary characteristic 
of which is its defiance of administrative regulation and consequent 
resistance to being encompassed -in bureaucratic organisation.
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A further dysfunction of the status system in organisations is described 
By Barnard (194-8) as the consequence of rating individuals- by the irnpor- 
tance of their work. This rating is almost entirely determined socially. ■' 
within the organisation and, to the extent that an individual accepts 
this social evaluation and does what is seen as important, personal: . 
merit accrues. The problem arises from the fact that the status accorded, 
.whether high or low, becomes imputed to .the individual in the office : ' .1 
instead of to the socially valued role, resulting in personal inferiority 
or superiority. Thus as Barnard says "The effect on the characteristics 
of the individual contributors to an organisation is deleterious r. depres­
sing and limiting those accorded inferior status, stimulating and sometimes 
intoxicating those of superior status. Restoring or creating morale in 
the one, restraining the other, then become a major problem of the organ­
isation. " The aloofness of medical staff and their failure to accord •- 
basic courtesies to staff of lower status in hospitals was observed by - 
Coser,(1962) and the corresponding feeling of inferiority of lower grades 
of staff was described in a study by Burling et al (1956).
Because of the weakening of hierarchical authority associated with these t 
factors the means of securing the willing co-operation of subordinates 
becomes all important. Organisational effectiveness is dependent on 
commitment to the achievement of goals by those involved. Etzioni (1961) 
has described, the nature of this involvement as a correlate of the type 
of control ..exercised in different types of organisation. Hospitals are 
seen as total institutions by Goffman’s criteria (1969) and as exercising 
primarily normative power which rests on allocation and manipulation of 
symbolic rewards and deprivations, esteem and prestige symbols and ritual. 
(Etzioni, 1961) (The alternatives are coercive power as in for example 
prisons, and remunerative power normally associated with business organ­
isations) . Important in the hospital setting is the distinction in the, 
exercise of normative power between that which operates primarily within 
vertical relationships., for example the allocation of preferred off duty 
or a share in more senior responsibilities as a. reward for compliant or 
good performance and the recognition of the seniority of the matron in the 
sisters traditional ritual of rolling down sleeves and putting on cuffs 
for matrons round. The same is true of the relationship between junior 
doctors and their chiefs, (although as was shown in a study by Goss (1969) 
at more senior levels respect for professional autonomy is preserved by 
the exercise of influence rather than authority). Both, examples differ 
however from the control exercised in horizontal relationships in which
deviance from the norms of the;group (of student nurses, Isisters etc), is 
punished b y ■social rej ection. This'is described as social normative power 
which is in general less effective in achieving organisational control.than 
pure normative power.
The nature of the control exercised in any organisation is related to the 
degree of involvement of the lower participants which may be high (commit­
ment) , low (alienated), or moderate. The nature of the response,which is 
also related to intensity of involvement,is thus described as follows:- :
Highly positive•moral involvement, highly negative alienative.involvement 
and mildly positive or negative calculative involvement. The type of. 
involvement of the lower participant, most frequently observed,is that which 
corresponds with the type/ of power exercised ie:- coercive power - alien­
ative involvement, remunerative power - calculative involvement, normative 
power - moral involvement. Such patterns of compliance are described as 
■congruent and are more effective than non congruent ones, in which the involve­
ment does not correspond with the type of power, eg normative:power : 
calculative involvement. This typology is important in the hospital context 
for obvious reasons. As an organisation dependant for effectiveness, chiefly 
on normative power, it is equally dependant on moral involvement and high 
commitment of lower participants for the fulfilment, of its goals. Without 
this the compliance pattern is likely to be non congruent and correspond­
ingly less effective. The development of high commitment' and,moral Involve­
ment are however dependant on a variety of factors, amongst which the, • 
capacity of the individual to achieua self fulfilment arid personal goals 
is all important., (Vroom, 1964) Thus because of the nature of the organi­
sations in which most semi professionals work, together with the basic 
orientations of the semi professionals themselves, a corigruerit normative, 
moral compliance pattern is unlikely to be found and nurses in hospital can 
be shown to be examples of this. (Simpson and Simpson, 1969) Their involve­
ment Is likely to be partly moral, partly calculative, such as may be 
found in utilitarian or business organisation (Etzioni,1961) and as already 
said, the latter type is associated with relatively weak commitment.
From studies referred to earlier it was shown that commitment in nurses was 
highly variable. In their essay on’Women in Bureaucracies,'feimpson and 
Simpson (1969) describe some basic problems for the entrant to the, semi 
professions which are at variance with the values and the means of their 
respective’organisations. It can be shown that these difficulties must
influence their motivation, and their commitment to the values and goals 
of the organisation. A basic orientation of the semi professionals is 
their desire to help people, give a service etc, which as Simpson and 
Simpson point out is distinctly different from the. service objective of 
the professional. In the latter the given service is a means of exercising 
specialist skills and knowledge to do which, because of the confidentiality 
of certain aspects, the client relationship is protected by rigid controls.
The personal bond associated with the semi professionals motivation is both 
irrelevant and actually discouraged in many professionals. Thus for the 
semi professionals, the aim is service and the tasks or skills the means 
of giving it, whilst for the professional, the aim is the,aquisition and 
exercise of skills and the service the means of fulfilment of this aim.
To summarise this difference Simpson and Simpson make use of the terms 
holistic versus task orientation. (This is clearly an over simplification 
and would be expected to be less applicable to for example Medicine or the 
Church, than to Architecture or Law, and a similar distinction may be made 
between for example some nurses and teachers.)' As far as nursing is . .. . ,• 
concerned, five of the studies reviewed by McGuire (1969) confirmed the existence 
of this holistic orientation found in entrants to nursing generally whilst 
in only two was the prospect of interesting work found to be important.
Equally however, McGuire reported the finding that graduate nurses in the.
UK were comparable with those of the US in manifesting more strongly the 
instrumental orientation of members of the professions rather than the semi 
professions. Two further studies led McGuire to the inference that a 1 good 
nurse' (with a predominantly holistic orientation) and a 'good examinee'
(with a predominantly instrumental orientation) were incompatible.
In general the entrant to nursing does appear to be holistically motivated 
and this is also interpreted by many as an expression of her predominant 
maternal instinct. She wishes and needs to give care and to see the 
patient as a whole person.(McGuire 1969) The modern hospital however' 
attaches only secondary importance to the satisfaction of these goals, the 
primary emphasis being on the provision of medical services, and the > 
statistics evaluated on the volume of patients treated (in terms of medical 
provision) for a given cost. Feldsteins (1967) econometric analysis showed.a 
direct relationship between medical costs and patient throughput and no 
correspondence between the latter and nursing costs. Traditionally 
the components of patient orientated activity are divided between nurses 
in the ward situation according to their perceived skills (Brown,1966)
(Abdellah," 1960) and nurses themselves are continually moved from ward to
ward during training thus inhibiting the growth of nurse patient relation­
ships, .a strategy interpreted by Menzies (1951) as a social defence 
mechanism to protect the nurse from the emotional trauma of confrontation 
with serious illness or death, whilst for the non mobile nurses Glaser and 
Strauss (1965) described an alternative mechanism in the form of the . 
differing social values attached to different types of patients. For the 
nurse in training there is further conflict between; this holistic patient 
orientation, and the need to qualify, the latter being a necessary adjunct 
to the progression from subordination to relative autonomy, and its 
corresponding status. However, this in itself can be a source of stress,-.■ 
thus further depressing motivation because as McGuire, (.1964) found, until 
recently entrants to training included a wide range of intellectual I - 
potential and Simpson and Simpson (1969) pointed out that motivation to 
intellectual achievement has been found to be relatively weak in the semi 
professional. Following qualification, the nurse in the ward .situation 
must start as a staff nurse to learn chiefly by experience and observation 
the skills of ward administration and the nature of the responsibility i 
involved in communicating and carrying out-medical instructions. Generally 
speaking she does, not manage; she neither formulates policy nor does she 
take decisions. These are deferred for the sisters attention or taken by 
doctors or,more senior nursing staff. To the;.extent that she is left in 
charge of a ward for long periods she is thus charged with heavy responsi­
bilities with relatively little authority,"'and an almost total absence 
during training of any emphasis on- the skills .required in the new role.
In addition, if. she has come from another hospital her style of administra­
tion .may be open to challenge by any or all of the ward team because it •( • 
differs from the expected pattern. The status of the ward sister at the 
peak of the ward hierarchy remains however a desirable goal which many 
staff nurses feel should be theirs by right as a mark of their successful - 
transition from student to qualified nurse. The socialisation process 
during the training period has successfully inculcated acceptance.of the 
hierarchical values (McGuire, 1964) which associate seniority with a 
progression away from giving care to ward administration, so that increasi­
ngly, more of the care is given by the least qualified nurses, (Brown,1965) 
Ourling, 1956) and the work of both staff nurse and sister closely involved 
with that of the ward medical staff. Thus on the first,step of the 
promotion ladder the trained nurse comes face to face with the potential 
doctor-nurse conflict which characterises the modern hospital organisation, 
in addition to which her primary goal must become that of co-ordinating
the means of giving care, the first formalised transfer from her primary •;•• 
goal.at entry of giving it. '■
The potential conflict between self and organisational goals is central to 
the understanding of the motivation and effectiveness of semi professionals 
in professional organisations. Because they are bureaucratically organised 
and promotion above ward level depends on willingness to find self: fulfilment 
in the administrative goals of co-ordinating the means rather than executing 
the end - the giving of care - nurses must resolve this conflict within them­
selves. An organisation in which the need goals of individuals are at variance 
with the goals of the organisation cannot work effectively. (Lickert,*j961). 
Davies, (1971) found that the sisters were quite happy to hand over their 
administrative duties to others,, these being seen as extraneous to their pri­
mary concern with the nurse patient relationship. They were not therefore, 
interested in developing a management role either in or above the ward and 
were orientated towards short term expedients rather than identification of 
causes, owing to their institutionalised attitudes. This finding of Davies 
is probably partly explained by yet another trait described by Simpson; and 
Simpson who assert that the holistic orientations of the semi: professionals 
are associated with a lack of the combination, of work attitudes and behaviour 
associated with organisational independence and power. (Simpson and, Simpson, 
1969) Their prevailing orientations thus, reinforce the exercise, of bureaucracy 
which is inter alia, associated with excessive formalisation of rules as a 
means of control, and a desire to leave decision taking to superiors.' The 
location of sisters in the organisational millieu can be described as the 
point of bifurcation between two avenues of development of professional values. 
For hospital nurses perhaps more so than for other semi professionals, the 
difference between the two is extreme. The senior medical staff exercise 
absolute authority in policy decisions concerning patients admission, treat­
ment and discharge. Because of this they both assume and are accorded maximum, 
status in the organisation (Katz, 1969) and because of their clinical rather 
than administrative role are the most important reference group for the nurs­
ing staff. (Simpson and Simpson, 1969) The hierarchy of the nursing adminis­
tration however, because it is responsible for the provisicn and organisation 
of a nursing service is also, vis a vis the medical staff, a provider of 
means. Thus it is in the view of medical staff at least, of secondary 
importance to the clinically orientated personnel, whether doctors, nurses 
or others. For the sister then, promotion in nursing has traditionally
meant both status loss, (clinically) and the assumption of new responsi­
bilities requiring the very management skills • which as shown earlier, in 
her role as a giver of patient care she instinctively rejects, and which 
her training has failed to provide.
The sister then is faced in her role set with several major .conflicting 
goal orientations. These are the execution of an ever increasing range of 
medical treatments by a labour force whose size bears no relation to the 
increase" in medical demand, and is in addition composed principally of 
student nurses for whom patient care and/or registration are.all import­
ant. At the same time their allocation is controlled by the sisters' 
nursing superiors, who in turn must balance competing service demands 
against the students' statutory training requirements. The achievement 
of a balance between these competing goals is clearly intrinsic to the 
effectiveness of the ward organisation and the delivery of patient care. 
Studies of motivation have shown that a sense of participation in decisions 
affecting work are essential to the development of a common sense of 
purpose. Conversely feelings of powerlesness, to influence important 
dedisions result in alienation. (Vroom,1964) Both are influenced directly 
by the degree of direct contact with superiors which, if perceived by 
subordinates to be adequate., will result in increased commitment and if y 
inadequate increased alienation. An additional perspective in the hospital 
setting described by Pearlin (1962) was associated with 'obeisance' and; 
'positional disparity'. Although in this instance the participants were 
three grades of nursing staff at ward level it is equally appropriate in 
considering the relationship of sisters with their medical and nursing 
superiors; Alienation was at its lowest when subordinates named-an indivi­
dual' in the next grade above their own as having the most influence on what 
they did, and- highest when the named superior was several grades higher.
The need of subordinates to feel able to influence their superior was also 
demonstrated in a study by Georgrpolous and Mann (1962) who found that.' 
effective co-ordination influenced both overall patient care and nursing 
care? but:Was’ not important to medical care, possibly because of the 
autonomy of the doctors. This study in ten hospitals found that at the 
lowest levels' in the organisational hierarchy, staff did not want involve­
ment in decision making, but they did want work organised, planned, and 
scheduled for them. Supervisory skills in dealing with people were .import­
ant .for the satisfaction of staff at’this level. Middle levels needed to
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be able to convey ideas to superiors and feel they were understood, and 
both middle and higher levels needed freedom to discuss personal problems 
and assurance they they were kept informed of changes. Amongst factors 
found to affect co-ordination were tension between groups,. feelings of 
unreasonable pressure of work, lack of freedom to say what one thought 
even though access for communication existed, and inadequate explanation 
on decisions.
In addition to the adverse effect of positional disparity in Pearlins 
Study it was also pointed out that an important factor was the identity 
of the superior in the perception of the subordinate. This is especially 
relevant in the transition of hospital nursing services from the old to 
the new administrative structure in which the perceived-positional disparity 
may be extreme to a sister who is unable to accept the authority of a 
nursing officer in exchange for that of the matron. The problem is further 
influenced by the widely publicised medical hostility to the new structure 
in general and the position of the nursing officer in particular. Because 
of the necessarily close working liaison between the sister and her senior 
medical staff, attempts to influence medical decisions which may have 
adverse effects for the fulfilment of the ward nurse, or the nursing admin­
istrative goals, will be embarked on with reluctance, especially by in­
experienced sisters who are increasingly in the majority In the hospital 
service. In addition, whereas the powerlesness of the.sister to control 
the medical work flow should lead to high alienation this is likely to be 
reduced by means of high status obeisance. Sisters have learned from their 
long socialisation that-, senior medical authority is above questioning and 
any demand however irrational can be justified. This justification is 
continually reinforced by the vociferous though (until the Salmon Report, 
1966) relatively unvoiced medical assertions of the overriding value of 
the sister. As evidenced in studies by Katz (1969) they have been content 
to accord merely paternalistic approval 'to nurses, comparable with the 
attitudes of the colonialists to .their servants, and have been happy to 
tolerate poor financial rewards and conditions for nurses by contrast with 
their own position. Their post Salmon outcry augurs more of Webers 
defiance of bureaucracy than a positive interest in the nurses cause., and 
as such it can devalue the status of the middle management levels in 
nursing, and the capacity of the latter to command the respect of their 
sisters, at the same time reinforcing the sisters in their deference to
medical authority.
The sisters themselves are thus seen to be’in a vulnerable position in 
which not surprisingly several studies have shown that the attention they 
pay to the student nurses' needs for supervision and teaching are only 
poorly met (KiGuire, 1969) and the degree of nurse patient contact in one 
study, even when given increases in establishment.to meet stated needs, 
failed to improve.(Aydelotte and Tener, 1960) The acute hospital as a 
context for the delivery of the holistically orientated nursing care which 
is the objective of the nhrsing services can be seen to be.fraught with 
potential difficulties in achieving this goal. A conclusion of the Dan 
Mason (1967) report was that the prevailing attitudes in the working groups 
of a hospital eg. nurses, sisters, and doctors, were likely to be a chara­
cteristic of and determined by, some factor of a particular hospital. Revans
(1964) suggested that the sisters attitudes towards student nurse training 
were likely to be a function of the hospital as a whole, and of the. sisters 
attitudes towards the organisation. Thus if the organisation was 
perceived by the sister to meet her personal needs, her attitude towards 
the needs of students was likely to be favourable, if.not, it' would be 
hostile. In Revans approach effectiveness of communications was seen as 
a vital determinant of achievement.
An alternative theoretical approach arising from the psychological study 
of the behaviour of individuals within organisational contexts has been 
the concept of motivation. From a wide range of literature reviewed by 
Vroom (1964) it was shown that traditional assumptions regarding control 
of workers in organisations were based on faulty premises concerning 
motivation of individuals. The motivation - hygiene theory developed by 
Hertzberg (1968) showed that the factors which reduce job dissatisfaction 
are different from those which increase job satisfaction and thus improve 
motivation. It is apparent that student and pupil nurses (and auxiliaries 
where they are employed) whilst being the principal deliverers of patient 
care, have traditionally been by virtue.of their lowest organisational 
status and the mechanics of hierarchial authority, least able to influence 
factors affecting it. Hertzberg took as his starting point for an 
industrial study the concept that man has two sets of needs, the need as 
an animal to avoid pain and as a human to grow psychologically. His work 
went on to identify five major determinants of job satisfaction: achieve­
ment, recognition of achievement, work itself, responsibility and advance­
ment. Recognition merely as a human relations tool (as opposed to recog­
nition as one's contribution) was not a satisfier and the last three were 
in addition associated with lasting changes in attitudes. Factors acting'1 
as dissatisfiers were completely separate and associated with short term 
changes in job attitudes. These were company policy and administration, 
supervision, salary, interpersonal relation and working conditions. The 
two sets of factors thus related to the two basic needs, the first being 
concerned with what the individual does (and thus human growth) and the 
second to the situation in which he does it (avoidance of pain). Because 
the first group were found to be effective in motivating individuals they 
are subsequently referred to as 'motivators’ and the latter, because they 
are concerned with the environment and with minimising or preventing dis­
satisfaction, are referred to as 'hygiene' factors. The implications of 
this theory are relevant to the problem of the 'nursing nurses'. Not only 
do they identify the factors of ward organisation which actually did 
affect the job satisfaction of the nurses, they permit examination of the 
extent to which satisfaction* or the reverse, were associated with percep­
tions of good care, or the reverse, and the degree of authoritarianism 
involved in this. The motiviation - hygiene theory is considered in great­
er detail in Chapter 8.
The most recent developments in the field of organisational theory have - 
been in the setting up of studies aimed at resolving the conflicts or 
potential conflicts so far identified and the construction and testing of 
new theories accordingly. Burns and Stalker (1966) made use of two ideal 
types in their study of organisations. These were 'mechanistic' and 
'organismic' structures, the first of which is typically found in tradit--. 
ionally hierarchically organised bureaucracies. The emphasis is on vertical 
communications upwards and decisions and instructions downwards. The 
mechanistic system is adapted to the stable conditions which prevailed at 
the time of its development and bureaucratic values are so deeply entrenched 
that,when it fails to meet the requirements of the unstable state associated 
with modern technology and complexity, the reaction of management is to re­
inforce the formal structure and rules. This results in further ineffec­
tiveness because of the dysfunctions inherent in the rationalistic approach 
elaborated by March and Simon (1958). These methods of reinforcement result 
in the appearance of pathological forms of the mechanistic system, in resp­
onse principally, in the opinion of Burns (1971) to the influences of
internal politics and the career structure in the organisation; The 
organismic system which is adaptable to the unstable state found,in 
modern organisations and described by Schon (1970) is characterised by 
lateral rather than vertical communications, the breaking down of the 
rigid boundaries of mechanistic systems, and most importantly, the 
exercise of, rather than the avoidance of responsibility. This turns 
once more on commitment and the expectation that, each individual will 
"not merely exercise a special competence, but commit himself to the 
success of the organisations undertaking as a whole".(Burns,1971) Thus 
the necessity of positive motivation for the development of this 
commitment is again obvious. The objective is not to eliminate conflict 
but to manipulate it constructively. In New Patterns of Management" Lickert 
(1961) argues that the effective motivation of individuals is dependant 
upon supportive relationships which in turn rely on the effective operation 
of overlapping work groups, in which the overlapping function is described 
as the linking pin to connect both vertically and horizontally related 
groups. Working from the same basic assumption as Hertzberg (1968) ,
M e :Gregor (1971) devised a theory of integration based on the findings of 
previous studies which suggested among other findings, that there is no 
direct correlation between employee satisfaction and productivity, and that 
socially responsible management is not co-extensive with permissive manage­
ment. Although the principal focus of this study was initially the ward, 
the subsequent change in plan led to an additional emphasis '-on the problems 
of the nursing administration and its effect on the Ward nursing service.
The implications of the new theories and the extent to which they may 
appear applicable are discussed in the appropriate chapters in the light 
of the questionnaire and interview data obtained in this study. It will 
be seen that the difficulties experienced by the nurses whether they nurse, 
co-ordinate nursing, or administer it, are. characteristic of their identity 
as a particular type of occupational group within a specific category of 
formal organisation such as the hospital is seen to be. The literature 
relating to semi professionals in a professional organisation is particu­
larly relevant in understanding the problems of nursing management.and the 
'nursing nurses'. Because of this the newer theories of management offer 
scope for considerable optimism with regard to the solution of these prob­
lems, once the nurses themselves and the organisation as4 a whole have been 
brougit to an understanding of both the causes and the possible means of 
solution.
BRITISH HOSPITALS AND THE NURSING SERVICE 
A HISTORICAL PERSPECTIVE
CHAPTER 2
Having decided to carry out a survey in the Radcliffe Infirmary, it was 
necessary to establish as far as possible the extent to which it resembles 
other hospitals of this type on the basis of available information. The 
following paragraphs are intended to provide a historical perspective of 
both the National and local scene against which the study in the Radcliffe 
Infirmary may be better understood.
2.1 THE HOSPITALS
The British Hospital Service, which came into being as a result of the
National Health Services Act of 1946, was made up of an extraordinary
mixture of voluntary and public hospitals with very distinctive traditions.
The voluntary hospitals, numbering 1,143 with some 90,000 beds in England
and Wales and 191 in Scotland with 27,000 beds, were traditionally financed 
by private subscriptions and fees of patients, managed by their own Boards
of Management and served by honorary medical consultants who gave their 
services free. The public hospitals were the responsibility of Local 
Authorities and the Medical Officers of Health and consisted of 1,345 
institutions in England and Wales with approximately 390,000 beds and a 
further 226 in Scotland with about 37,000 beds. The voluntary hospitals, 
which comprised 40% of the total, were largely the product of 18th century 
philanthropy, the majority having less than 100 beds, although there were 
exceptions, and a reputation for treating acute short stay patients. They 
included all but one of the medical teaching hospitals and provided by far 
the greater part of nurse training. The public hospitals, on the other 
hand, were derived largely from the 19th century Poor Law Institutions and 
had become "nothing more than the expensive chaff of the voluntary system." 
They housed the uninteresting, the incurable and the chronic sick and 
could be found in most of the large centres of population, whereas two- 
thirds of the teaching hospitals were located in London alone.
World War II highlighted the deficiencies of the system and particularly 
the undesirability of its duality of private and public bodies. Thus by 
the time the Act was drafted, one of its principal aims was to abolish this 
dysfunctional dichotomy. To do this, the country, for the purpose of 
hospital organisation, was divided into 14 regions outside the London area,
based very broadly on the convenience o.f the catchment areas of the exist­
ing hospitals, but a major requirement was the location of a teaching 
hospital within each area. Owing to the small size of many of the 
hospitals, they were grouped together under management committees according 
to size, in the hope that each unit of management may become clinically 
viable in terms of number of beds and available experience. Hopefully, the 
regional teaching hospital would become.involved to the benefit of both. 
Teaching hospitals, however, achieved an independent management structure 
whereby each had its Board of Governors, responsible directly to the 
Ministry of Health and this, in the end, resulted in just as serious a 
dichotomy as hitherto, but with the added encumberance of regionalism.
This was, in Bevan’s own words, "...because they (the teaching hospitals) 
wanted it that way. I thought of the separation as a very short term 
affair and planned to bring them into the rest of the system in due course." 
(Eckstein, 1959, p246) It was the price that had to be paid for the 
co-operation of the medical profession in getting the new act made law.
The grouping of hospitals recommended in the 1946 act, resulted in 36 
teaching hospital groups, and 366 non teaching hospital groups administer­
ing 2,399 hospitals. The hospitals of the new service were not only in
serious financial difficulties (the London hospitals alone - traditionally 
the most wea,lthy> - showed an operating deficit by 1947 of two million 
pounds) but according to the Nuffield Provincial Hospitals Trust Surveys of 
1945, showed a 30 per cent shortage on the estimated hospital bed require­
ment of 10 beds per thousand people. Eckstein (1959) remarks: "The shoe­
string budgeting of the voluntary hospitals meant a cumulative, unsatisfied 
hunger for rebuilding, expansion, re-equipment....not yet appeased (1958).. 
many of the institutions afflicted with economic decay were the most 
vitally important elements of the entire hospital system." (p75) The 
archaic condition of many of the buildings was not restricted to the
voluntary hospitals alone however; many of the public hospitals had
remained unchanged in any way from their nineteenth century poor law 
origins. "Their aspect was uniformly grim and the public assistance 
atmosphere, unmistakable to the British senses, continued to cling to them." 
(Eckstein, 1959, p34)
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Despite the shortage of beds, reported in 1945, the total number available 
in England and Wales showed only a nominal increase by 1969 and the overall 
occupancy of these beds had declined. The number of in-patients discharged, 
however, had almost doubled due to the steady fall in the length of stay in 
hospital. There had, in addition, been a substantial rise in the number of 
patients attending out-patient departments and the number of staff in post, 
both medical, nursing, professional and technical, and administrative and 
clerical categories increased commensurately with the growth in the number 
of patients. The overall cost of this provision is reflected in a revenue 
increase between 1950 and 1969 from £200 to £600 million. The continuing 
increases in expenditure are explained partly by the severe under estimation 
of expected costs of the service in 1948 and partly by the monetary 
inflation which has been endemic since the war. Whatever the reasons, the 
colossal demands on revenue in the hospital service had serious implications 
for capital development. In 1945 the Nuffield Survey had highlighted the 
need for extensive new hospital building but, as Eckstein (1959) pointed 
out, "the government expected to take over a hospital system in reasonably 
decent operating condition; instead it got one perilously near ruin. It 
had no idea of the arrears in repairs and maintenance and the high degree 
of neglect became clear only in the course of operation under the Health 
Service." (p 218) Thus, despite a capital expenditure of 94 million pounds 
in the first twenty years of nationalisation the widespread use of old and 
unsuitable buildings remains a characteristic of the service.
It is against this background that the Radcliffe Infirmary, founded in 1770, 
developed. As a provincial teaching hospital it belonged to the elite in 
the new National Health Service of 1948. The final report of the Committee 
of Management in September 1948 revealed a bank overdraft of £53,473 7s lOd 
and endowment, investment assets etc. of £50,344 0s lid to be handed over 
to the new Board of Governors together with 847 beds in five hospitals, 
associated with "a growing clinical school and recognised as an outstanding 
centre for post graduate training and research, a skilled staff of doctors, 
nurses and others and a reputation for careful and considerate medical care, 
not only in the vicinity of Oxford but far afield." (p 193) This quotation 
comes from the history of the hospital published to commemorate its 
bicentenary in 1970 (Robb-Smith, 1970) and is in some ways a sad epitaph on 
the dreams of those whose vision resulted in Lord Nuffield’s two million 
pound endowment a little over a decade previously. Viewed in terms of its
bank balance, the new Board of Governors was far from rich but in this 
respect it was no different from most of the others. On the basis of 
Dr Robb-Smitil's analysis, of greater importance was the formidable task 
which confronted it, of attempting to harness the output of the prolifera­
tion of clinical staff in the expanding Professorial Departments whose 
academic achievements were already well in advance of their time. 
Buckminster Fuller's statement that, "the art of technology is to get more 
out of less", was nowhere truir than here, where the activities of the new 
departments and their staff are aptly exemplified in the following
description by Dr Robb-Smith of just one of them:- >"Dr......was appointed,
without beds.....his office, the corridor outside a ward and his desk a 
filing cabinet. A student interested in the tactics of medical power would 
be rewarded by a study of the technique by which in twenty years from those 
infinitesimal beginnings Professor.......has created one of the largest
academic departments in the country,......4 consultants, numerous
assistants, ample beds, offices and laboratories, publications and research 
achievements of high quality...... to a bystander it resembled a game of
grandmothers footsteps - while you watched, nothing happened, when you 
turned away another ward had been acquired, another building erected, 
another consultant appointed, this 'leger de main* achieved with the air of 
uninterested casualness he adopted with opponents in tennis and golf."
(pl87)
The history draws a graphic picture of academic excellence associated with 
the hospital from its earliest days. But the brilliance of its medical 
achievements was not without its price. The story is liberally inter­
spersed with references to strife and jealousy between the hospital and the 
university, but perhaps the saddest feature of all lay in the very fact of 
the administrative separation of this richly endowed complex of medical 
skills from the regional hospital area itself. The speech of the Regius 
Professor of Medicine to the British Medical Association Conference in 1936 
had been the culmination of a plan for the development of, "integrated 
regional preventive and curative services under one board and embracing 
general practitioner services, hospital care and research" (Robb-Smith 1970 
pl55) with representatives of the voluntary and municipal hospital and 
medical school all included. It was in support of this plan that Lord 
Nuffield made his famous one million pound endowment for the foundation of 
the University Post Graduate Medical School which, six months later, he
increased to two million pounds. The endowments resulted in a spate of 
expansion and development unprecedented in its history and marked the 
beginning of the conversion of a medium sized county hospital into the 
busy teaching hospital with an international reputation it is today.
Prior to this the links between hospital and university had been negligable. 
(Social Services in the Oxford District, 1940)
The erection of the new Nuffield wards and departments was delayed by the 
war but, as already pointed out, this did not deter the new professors in 
the development of their departments. Although the effect of the Nuffield 
endowments was undoubtedly to produce the means whereby much valuable 
medical research and previously unfulfilled pipe dreams could be brought to 
fruition, the mushrooming of the new professorial units brought problems of 
co-ordination and accommodation within the hospital which had suffered lio 
less than others of its kind from severe shortage of beds and antiquated 
buildings. By the end of the war it had acquired four new wards, erected 
as emergency ward huts and although these provided increased facilities, 
the quality of this provision was in many ways little better than the 
permanent buildings of the 19th century. Neither could match the super­
iority of the new Nuffield buildings whose staff enjoyed the added prestige 
of university affiliation and enviable independence from the hospital 
administration. As the hospital and university had never been great 
friends, the disparity in status and facilities between hospital and 
university consultants provided rich ingredients for added dissatisfaction 
and jealousies. Something rather more positive than Lord Nuffieldfs fond 
hope that his endowments would bring the two closer together was needed; 
These problems were further exacerbated by the revival of the clinical 
medical school (brought into being after a lapse of 150 years in order to 
accommodate London medical students during the war years and voted by a 
narrow majority and in the face of strong opposition to be retained in 
1945). In addition, the hospitals expenditure had,., in 1944, for the first 
time in many years, exceeded its income. To relieve the pressure on beds, 
the Churchill Hospital ( a wartime emergency hospital built by the 
American forces) was taken over in 1945, and in the following year a 
further Nuffield grant was made, for the first time to the hospital and not 
to the university, resulting in the by now familiar pattern of rapid 
expansion of a new specialty quickly overflowing into the Churchill site.
In 1948 the original plan was that the new Board of Governors should 
control the Radcliffe and Churchill hospitals and the Eye Hospital because 
it was on the Radcliffe site. However, the shadow Regional-Hospital Board 
felt that the only practical scheme was for the new Board of Governors to 
take over both the Slade and Cowley Road hospitals on two other sites and 
the plan was accepted. The then Ministry of Health pointed out, however, 
that as there was no other hospital service in the city, the Board of 
Governors would be responsible for the main service to the area, a 
responsibility much greater than had been intended for teaching hospitals 
in general. In 1970, there were 1,400 available beds distributed as 
detailed in Table 2.1 and located as show in Fig. 2.1.
TABLE 2.1
DISTRIBUTION OF AVAILABLE BEDS IN THE UNITED OXFORD HOSPITALS AT 
31st DECEMBER, 1970.
HOSPITAL BEDS TYPE
Radcliffe Infirmary 
and Eye Hospital 599:1 M l52) 651 Acute
Churchill Hospital 419 Acute
Cowley Road Hospital 
and Hurdis House Geriatric
Slade Hospital 84 Convalescent, 
dermatology and 
infectious diseasesTOTAL 1,400
Source: SH3 form
A new building replacing the Radcliffe Infirmary had been the subject of 
intense political debate and pressure due to the severe limitations of the 
hemmed in and densely packed Radcliffe site in the city centre long before 
the arrival of nationalisation. Because of this, a new site adjoining 
Manor Road on the outskirts of the city had been acquired as far back as 
1919 but development was delayed not only by lack of finance but by 
anxieties over the wisdom of physically separating the hospital complex 
from its close proximity to the university. The conflicts were finally 
resolved and plans for the new hospital commenced in the 1960's. The first 
phase is now nearing completion but there seems little likelihood that 
additional problems of administering on a semi permanent basis what is by 
now a third major site can be avoided. In theory, the original Radcliffe
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Fig. 2.1 LOCATION OF HOSPITAL SITES 
IN OXFORD
Sites
Main
Roads
H  City Centre
^ First phase operational July 1972 
  I Radius - 3 miles
35
" C . ' - ' V - V . M v. !‘-L I
should cease to be operational in another decade but the 600 beds, plus an 
expensive programme of development, culminating in the opening of an 
elaborate theatre suite and intensive care unit later this year (1971) 
raise more than passing doubts concerning the realisation of this plan.
With regard to the function of the United Oxford Hospitals, the group 
remains if not unique at least unusual. In only two other areas in the 
country is a major teaching hospital the sole provider of the wide array 
of specialist services over a wide area. The UOH acts as the service 
hospital for about a quarter of the Oxford Region (Fig. 2.2), of 
approximately 390,000 people. Pressure on facilities has been felt by all 
specialities and this is reflected in the comparatively short length of 
stay analysed in Table 2.2. This pressure is likely to increase rather 
than diminish particularly in view of the projected population increase of 
24% by 1981 (Fig. 2.3) an increase considerably higher than that of the 
national average population projections.
2.2 THE NURSING SERVICES
Throughout the long evolution of hospitals from being centres of refuge for 
the destitute, to their emergence as centres of 20th Century Medical 
Technology, the development of nursing services experienced a parallel 
struggle for improvement and recognition which is expertly documented in 
Abel Smith’s*A History of the Nursing Profession* (1960). Prior to the 
foundation of the Nightingale School at St Thomas’s Hospital a century 
earlier, nursing had struggled from the humblest of beginnings in which the 
"matron” was a middle aged married, usually widowed, general housekeeper 
required to remain in the hospital night and day, responsible for the 
entire system with little or no assistance. Many of the patients in public 
hospitals were the destitute, not necessarily sick, who were likely to be 
punished by being deprived of a day's diet if they refused to assist with 
the care of the sick, cleaning of the wards, fetching coals, or any 
necessary business relating to the ward. Any repetition was punished with 
discharge. If another nurse was needed the matron would advertise for a 
"careful woman" or promote one of the servants.
The nurses not only lived in the hospital, but slept in the wards and cooked 
their own food (which they bought for themselves) in appalling conditions. 
Generally, the conditions in the voluntary hospitals were better than in the
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TABLE 2.2 Average length of stay by Specialty at the United Oxford 
Hospitals, all teaching hospitals and all hospitals in 
United Kingdom for year 1969.
Specialty
...- - ................. Length of Stay (days)
U. O. H. Teaching Hospital Average
Average of 
all U. K. 
Hospitals
BELOW NATIONAL AND
TEACHING HOSPITAL
AVERAGE
Dentistry 2 .2 3. 3 3. 0
Dermatology 20. 5 20. 7 24. 0
ENT - Ts and As 2. 0 4. 4 4. 0
ENT - Other 3. 7 6. 3 5. 5
General Medicine 10. 5 15.1 15. 1
General Surgery 7. 5 10. 7 9. 7
Geriatrics 33.1 61. 8 88. 3
Gynaecology 4. 8 7 .4 7. 0
Neurology 11. 8 19. 0 18. 5
Neurosurgery 10. 6 16.1 15. 8
Obstetrics 7 .4 8. 5 7. 7
Ophthalmology 7.2 9 .9 9 .9
Paediatrics 6 .6 8. 8 8. 2
Plastic Surgery 8. 7 10. 7 12.1
Radiotherapy 9. 8 17. 0 16. 6
Special Care Babies 8. 8 11. 5 10. 9
Traumatic and Orthopaedic 7 .4 15. 9 16. 0
ABOVE
Chest 27 .2 21, 9 . 32. 6
Infectious Diseases 20 .6 13. 9 13. 8
Source: Form S.H.3. 1969
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Fig. 2.3 Population projection for the Oxford area in 1981.
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public institutions of which it was written in 1866 "to be the lowest 
scrubber in any hospital is estimated a higher post than to be nurse in the 
sole charge of a workhouse ward, and none will fill it who can live 
elsewhere.... these women.....drink whenever they can obtain the means, for 
they come not to this, the lowest office which a worn out woman can fill,
till all other chances of subsistence are gone." The voluntary hospitals
were somewhat better off where the nurses, sisters, and matron were 
recruited from distinctly different social strata. Sisters in 
St Bartholomews were "widows of reduced circumstances" and "persons who 
have lived in a respectable rank of life", or at St Thomas’s, head servants 
of gentlemen’s families. Matrons were of a still higher class but did not 
regard themselves as having responsibility for nurses. One said, "her time 
was fully occupied with her own work, she did not understand theirs", and 
another, empowered to employ more night nurses, failed to take the 
opportunity to do so. According to Abel Smith, "In the workhouses as in-3
the voluntary hospitals, where nursing was bad, the major cause was the 
same. No proper attempt was made to select, train, or supervise nurses.
The matrons were preoccupied with other duties and there were fewer doctors 
to supervise the nurses." (pl6)
This was the situation which Florence Nightingale set out with such
unparalleled success to reform. Nurses must be given the best training
possible and this must be available to "any woman of any class, of any sect, 
paid or unpaid, who had the requisite moral, intellectual and physical 
qualifications for the vocation of a nurse." Her anxiety to attract 
recruits from all classes led eventually to the distinction between "lady 
nurses" who paid for their training and received a certificate after one 
year, and paid probationers who received a pittance for their two years of 
service in order to obtain their qualification. In the early days, the 
lady nurses formed the backbone of the trained nurse matrons and, by 1887, 
18 hospitals were under their control.
This new type of nurse was seen as a threat to the power of both medical 
and lay administrators from the very start. Sisters until then were 
responsible to doctors, who in turn gave them whatever training they 
received. The matrons had functioned as housekeepers responsible to the 
lay administration and as part of this function engaged nurses. The 
Nightingale Matrons were in no doubt of their new responsibilities which 
were "to take all power over the nursing out of the hands of men and put
it into the hands of one female trained head and make her responsible for 
everything (regarding internal management and discipline) being carried 
out." Not only were they to relieve medical staff and lay administrators 
of long held power, but by assuming control over the sisters they were also 
in effect reducing the status of the latter, which was in some ways a 
curious paradox, as it was this very status which the entire reform had set- 
out to improve. However, training schemes flourished and to a much lesser 
degree, attempts to achieve professionalisation, but the pay and conditions 
of the expanding army of new professionals fell abysmally short of a level 
which might have attracted sufficient recruits to what remained an arduous 
and still highly restrictive type of employment. Long before 1948 the 
shortage of recruits, coupled with the high wastage rates, had assumed 
critical proportions. Not only that, but the new found prestige and power 
of the matrons following the 19th century reforms had given way to a steady 
erosion owing to the increasing complexity of the administration and the 
introduction of ancillary staff and untrained nurses in ,an attempt to cope 
with the nursing shortage. (Lindsey, 1962, p254)
The position with regard to nursing services in Oxford as with the hospital 
service generally corresponded very closely with that of the national scene. 
In A Survey of the Social Services in the Oxford District (1940) it is 
stated that, "Although the inability to obtain all the nurses it requires 
is a,chronic condition at the Radcliffe Infirmary, the position has 
recently improved, for the international crisis of September 1938. 
stimulated recruitment to the nursing profession and at the beginning of 
1939 the Infirmary's preliminary training school was full for the first 
time in its history." (pl83) The early stories of the untrained nurses and 
working patients are merely a repetition of those in Abel Smith's account. 
Patients were still selected on the basis of being "proper objects" for 
admission and the rules required patients to be discharged if after two 
months the physician or surgeon could not guarantee the probability of 
their being cured or receiving some considerable relief. At the same time, 
by 1834 there were complaints by the Governors of doctors not keeping a 
proper check on their patients, and "needy objects" being refused admission 
because of lack of beds in consequence.
In 1874 the nurses of the Radcliffe Infirmary were still untrained, their 
hours long (6 am in summer, 7 am in winter, until 9 pm) and they were few 
in number and still classified as servants, A single night nurse was .
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responsible for 100 patients, sometimes with the help of "watchers" and it 
seems from Miss Bone's history (Bone, 1970) that then as now medical staff 
complained of inadequate attention to patients at night. The matron ,4 
although theoretically responsible for nurses, was apt to be overruled by 
the Board of Governors in the matter of appointments and dismissals and 
although quoted as being "loved by everyone and deservedly so" by an 
Oxford doctor in 1870 she was also "very conservative and resented innova­
tions of any kind." In this sense the Radcliffe differed from the London 
hospitals in that it was more the result of medical advances and the 
initiative of doctors and members of the Board of Governors that changes in
nursing were sought, probably,in the face of oppostion from the matron her-*
self. It was thought that nurses would be more useful if given some 
teaching and in 1866 the Governors decided (six years after the foundation 
of the Nightingale School) to adopt a system of training for nurses. 
Opposition came from some medical staff, on the grounds that trained nurses 
might usurp the positions of medical students or doctors. (Bone 1970)
The status of the nurses slowly improved and by 1874 they wore uniforms and 
had domestic help so that "they would not do work that should not devolve 
on an upper housemaid." The first nurse matron was appointed in 1878 and 
there followed a rapid succession of six different matrons in eighteen 
years.
It was during this period that the matrons were striving to exercise their 
newly authorised control over "nursing, sisters, nurses, probationers and 
ward maids" and confusion already existed on their differeing roles, so 
that in 1883 a committee resolution ordered that "all nurses and sisters 
shall be of equal authority and have equal responsibility in their wards." 
1'n 1892 a permanent Nursing Committee was set up, its first task being to 
draw up regulations for the training of probationers. Significantly, this 
contained representatives of the honorary physicians and:surgeons, the 
Committee of Management, and the Treasurer, but not the matron, despite the 
fact that she was newly appointed from St Thomas's Hospital. The year 1909 
saw the ending of the distinction between fee paying and free place 
trainees and all received a salary of £5 for the first year and £10 for the 
second year of training. All qualified nurses were required after 1919 to 
be registered with the General Nursing Council and in 1920 the first nurse 
tutor appointment was approved. Thereafter, conflict was manifest on the 
subject of priorities for nurse training but as recognition as a training
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school was sought from the General Nursing Council, the requirements of/K . 
the latter, won the day.
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The matron appointed in 1921 was "a vigorous reforming type, a born ; 
organiser, and a stern disciplinarian." This was the era of emancipation 
for women, but the hierarchy of the nursing service was increasingly „ .
stressed. : The nurses, 50 in number, were required to be, "attentive and 
diligent in their work and obedient to the matron and the sister." The 
systern was further reinforced by the embellishments of uniforms whiph took 
on a new symbolism’f ollowing recognition as a training school. ; Examina­
tion results were) good and a correspondingly high reputation was acquired. 
By the 1930's the annual number of entrants to the training school varied 
between forty and fifty but wastage was'high and recruitment difficult.
The nursing staff numbered 170 of whom 100 were nurses in training. Since 
the Infirmary had by then 400 beds, serious understaffing occurred. This 
was slightly alleviated by the 1938 political crisis when the number of 
entrants rose to 100, but the Nuffield professors had by now arrived on 
the scene and recruitment successes were somewhat attenuated by their '■ 
requirements for specialist nurses, plus still more nurses simply to staff 
their wards. World War II saw the arrival of 50 medical students 
evacuated from London hospitals and the<situation of seventy years earlier 
was reversed. It was now the fear of the matron that their presence 
complicated the work of the wards and that the nurses training needs might 
suffer from their competition. (
The advent of antibiotics and Sulpha drugs at about this time had two 
vital implications for nurses and staffing. Length of illness was reduced 
dramatically and the era of rapid patient throughput was ushered in. The 
relatively leisured development of the nurse patient relationship was 
thereby threatened, but of no less importance was the inevitable shift‘of 
emphasis from the value of basic nursing care in achieving recovery to 
concentration on the increasingly technical overlay associated-with these 
drugs. 'Miss Bone describes the situation of a night nurse who must now 
spend almost her entire time in between four hourly temperature recordings, 
in the preparation and administration of these drugs in the form of 
injections of exceedingly oily and difficult substances, using correspond­
ingly difficult and (by present standards) primitive equipment, which was 
in very short supply and required continual cleaning and resterilising in
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between use. Thus nurses were robbed not only of a large element of the 
intrinsic satisfaction of nursing patients slowly and carefully through 
critical illness, but al.so of some of the importance of their participa­
tion in and contribution towards the patients recovery. Doctors 110 longer 
needed to rely so heavily on the meticulous execution of their prescriptions 
for skilled nursing. The skillful administration of the new wonder drugs 
had superceded the latter in importance- and the Radcliffe Infirmary was 
certainly ahead of many other hospitals in their use.
Throughout this period the Radcliffe matrons seem to be remembered for the 
strength of their control and held in awe for their ability to steer the 
nursing service through endless difficulties of expansion, building, and an 
increasingly complex morass of medical politics surrounding decisions on 
development of new sites, location of new specialties, and distribution of 
increasingly inadequate finances. The fifteenth and last matron was 
appointed in 1942 and held office during the period of transfer in 1948, 
through the further expansion which followed nationalisation, the important 
changes in nursing training and staffing during the fifties; and sixties, 
and up to probably the most important development in the organisation of 
nursing services to take place since 1860 - the publication of tlie Report 
on Senior Nursing Staff Structure in hospitals. Her demise in 1965 had been 
preceded by bitter conflict 011 questions of priority between nursing 
services and education in which senior medical staff and members of the 
Board of Governors were involved. Several of the latter resigned and a 
proposal was drawn up for the creation of a new post, with the title of - 
Director of Nursing, and a new function, namely:- "to achieve an integrated 
nursing service throughout the Group." In addition she would assume 
control over the group nurse training school which had hitherto been the 
responsibility of the Radcliffe matron. The duties of this post, as 
described in the retiring matron’s letter to the Radcliffe Guild of Nurses, 
were, in effect, a remarkably accurate adumbration of the Chief Nursing 
Officer post in the report published a year later and discussed in detail 
in the next chapter.
2.3 STATISTICAL REVIEW
A comparison of national and local statistics on staffing levels and 
patients treated provides further insight into the development of the 
hospital service in Oxford. Tables 2.3 and 2.4 summarise the statistics
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for 1949 and 1969; Tables 2.5 to 2.9 relate to staffing levels and 
Tables 2.10 to 2.15 give details of the work load.
TABLE 2.3 ' ' .7 7
BEDS, DISCHARGES AND OUTPATIENTS FOR 1949 AND 1969,ENGLAND AND WALES
INDEX 1949 1969
1969 as 
% of 
,1949
Available beds (in 000s)
Occupied, beds (in 000s) •
In-patients discharged (in 000s) 
Out-patients attendances (in 000s) 
Accident and emergency att . (in 000s) . .
453 
397 
2,937 
2,6,001 
. 10,108
455 
380 ■ 
5,282 
32,846 
14,271
101
96
180
126
141
Source: Annual Report of the Department of Health and Social Security "’
for1 the year 1969.
It will be seen that while the number of occupied beds actually declined, 
the number of in-patients discharged almost doubled. Out-patient 
attendances increased by more than a quarter in the twenty years.
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TABLE 2.4
MAIN CATEGORIES OF STAFF EMPLOYED IN HOSPITAL SERVICE IN 1949 AND 1969, 
ENGLAND AND WALES
CATEGORY OF STAFF 1949 1969
‘ 1969/as 
% of 
1949
Medical & Dental (whole-time) 
Total whole time equivalents
8,917
11,940
17,510 
22,724
196
190
Professional & Technical 
Total whole time equivalents
436,4-70
12,513
1,091,892
33,245
250
266
Nursing & Midwifery
Total whole time equivalents
148,812
N/A
279,243
245,889
188
Administrative & Clerical (Hospital) 
Total whole time equivalents
23,797 43,328 182
Administrative & Clerical 
(Regional Board) 
(Whole time staff only)
1,320 5,636 427
N/A = Not available.
Source: Annual Report.of the Department of Health and Social Security
for the year 1969.
46
Trends in nursing staffing in the 1960fs at national and regional levels 
are shown in Table 2.5. 1962 is taken as the base year because it was the
first year in which part time staff were included in terms of whole time 
equivalents.
TABLE 2.5
NUMBER OP HOSPITAL NURSING AND MIDWIFERY STAFF (PART TIME STAFF INCLUDED 
AS WHOLE TIME EQUIVALENTS) BY GRADE IN 1962 AND 1969 (30 SEPTEMBER)
AREA YEAR ALL REG. NURSES STUDENTS
ENROLLED
NURSES PUPILS OTHERS
MID-
WIVES
PUPIL
MID­
WIVES
England 1962 205,326 66,352 55,066 14,986 7,255 49,600 7,242 4,825
and
Wales 1969
%
245,889 76,339 50,653 34,869 19,148 49,707 9,830 5,343
diff. +20 +15 -7 +133 +164 — +36 +11
ORHB 1962 5,972 1,864 1,254 376 273 1,904 217 84
1969 7,497 2,314 1,172 969 451 2,152 322 117
%
diff. +26 +24 -7 +158 +65 +13 +48 +39
UOH 1962 950 296 418 33 29 82 38 54
1969 1,332 413 460 67 71 206 55 60
%
diff. +40 +40 +10 +103 +145 +151 •1-44 +11
ORHB = Oxford Regional Hospital Board UOH = United Oxford Hospitals
Source: Digest of Health Statistics for England and Wales, 1969.
SH3 returns.
The percentage increase in nursing staff during this period was marginally 
higher in the ORHB region than nationally whereas in the UOH it was twice 
as great. The ratio of this increase in the three sets of figures for 
registered nurses only (those who have completed 3 years training leading 
to registration with the General Nursing Council) is very similar, 
although nationally it was slightly less than for ORHB or UOH. For 
enrolled nurses (2 years training leading to enrollment with the General
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Nursing Council) the ORHB increase was higher than the national level 
whilst UOH fell below the nationa.1 level. Student nurses showed a 7% 
decrease both nationally and in ORHB area while the UOH showed an increase 
of 10%. Increases in pupil nurses (undergoing a two year training for 
enrolment) showed the greatest increase of all groups at national level 
and the pattern at the UOH was similar9 whilst in the ORHB the increase in 
this group fell substantially below the other two. Under the heading of 
others (chiefly untrained auxiliaries) the national picture showed no 
change ~ the only category at national level in this position. ORHB 
showed a slight increase whilst for the UOH, the increase of 151% was the 
greatest of all groups of nurses employed there. The increase in qualified 
midwives in the UOH was marginally higher than nationally but for pupil 
midwives it was the same. In the ORHB, however, the increase in qualified 
midwives was 12% above the national increase and for pupil midwives 28%- 
higher. Table 2.6 compares the proportions in each category of staff for 
each of the two years:-
TABLE 2.6
PERCENTAGE DISTRIBUTION OF NURSING STAFF BY GRADE
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1962 100 32.3 26.8 7.3 3.5 24.2 3.5 2.3
Wales 1969 100 31.0 20.6 14.2 7.8 20.2 4.0 2.2
ORHB 1962 100 31.2 21.0 6.3 4.6 31.9 3.6 .01
1969 100 30.9 15. 6 12.9 6.0 20.3 4.3 .02
UOH 1962 100 31.2 44.0 3.5 3.1 8.6 4.0 5.7
1969 100 30.9 34.5 5.0 5.3 15.5 4.1 4.5
Source: Digest of Health Statistics for England and Wales, 1969.
In view of a suggested relationship between provision of doctors and the 
volume of work handled, a similar comparison has been made for medical’ and 
dental staff statistics for the two years 1962 and 1969 in Table 2.7.
TABLE 2.7
NUMBER OP MEDICAL STAFF EMPLOYED IN HOSPITALS IN 1962 AND 1969
AREA YEAR ,ALL SENIOR INTER­MEDIATE JUNIOR G.P.
England and 1962 18,823 6,517 6,152 5,404 750
Wales 1969 23,866 8,125 7,178 7,421 1,142
% diff. +27 +25 +17 +37 +32
ORHB 1962 471 179 141 125 26
1969 666 247 179 192 48
% diff. +41 +38 +27 +54 +85
UOH 1962 197 54 86 55 2
1969 240 75 87 77 1
% diff. +22 +39 +1 +40 -
Source: Digest of Health Statistics for England and Wales, 1969.
The overall increase in medical and dental staff nationally was more than a 
quarter compared with only a fifth for nursing staff. The increase for ORHB 
area was much greater, being some 14% above the national increase. This 
reflected a greater increase in all categories but the most notable were in 
junior hospital doctors and general practitioners. Nationally the increase 
in senior hospital doctors was substantially greater than in the intermediate 
grades, and this trend was followed in the ORHB area. The same was true c£ 
the UOH, but more so, the difference being an increase of 39% for seniors 
and virtually no change for intermediate grades. The figures for the UOH 
are not exactly comparable as they do not include general practitioners.
The increase in junior hospital doctors in both the ORHB are and the UOH 
was above the national level, although for the ORHB the proportionate 
increase was substantial (nearly one fifth) and thaf of the UOH was only 
marginal.
A comparison of the composition of the total medical and dental sta,ff in 
terms of each category for the two years is given in Table 2.8*. ,
TABLE 2.8
*. ' ., "t ' • % .*« •
PERCENTAGE DISTRIBUTION OP MEDICAL STAFF BY GRADE /
AREA YEAR ALL SENIOR ; INTER-' MEDIATE JUNIOR G.P.', ' ?
England and 1962 100 34.6 32.7 28.7 4.0
Wales 1969 100 34.0 30.1- 31.1 4.8
ORHB 1962 100 38.0 29.9 26.5 5.5
1969 100 '37.1 26.9 28.8 ; 2.2
UOII 1962 100 27.4 43.7'. 27.9 1.1
1969 10.0 ; 31.3 36.3 32.3 ■ 0.4
Source: Digest of Health Statistics for England and Wales, 1969.
The ratio of intermediate to senior and junior doctors altered slightly, in 
favour of junior doctors in the country generally although the three groups 
were fairly evenly distributed. This pattern was fairly closely followed 
in the ORHB re.gion but the proportional increase in junior doctors was hot 
so great, some of the difference being absorbed by general practitioners. 
The pattern of the UOH, however, was markedly different, almost half of the 
total being intermediate doctors in 1962 and the remainder equally divided 
between junior and senior doctors with general practitioners virtually non 
existent. By 1969 this had changed and the pattern had become typical of 
the other group, apart from general practitioners, who again were 
conspicuous by their absence. As far as numbers of nursing and medical 
staff are concerned, the UOH and ORHB were favourably placed by comparison 
with the rest of the country.
The other main hospital resource is beds. Relating staff to beds gives an 
indication of the staff concentration though the significance of these 
ratios is open to doubt because there is no known objective method for 
determining optimum staffing levels. Table 2.9 shows the Medical and
Nursing staff in whole time equivalents (W.T.E.) per 100 beds-for 15 
hospital regions (teaching hospitals included) and the number of nurses 
per senior medical staff.
TABLE 2.9
Ratio of Staff to Beds for. Medical and Nursing and Midwifery Staff in 
Teaching and Non-Teaching Hospitals by region for Year 1968 and Ranking 
Order (highest ratios ranked first).
REGION
WHOLE TIME EQUIVALENT 
PER 100 BEDS
Nurses 
per Senior 
Medical and 
Dental StaffSenior Medical 
and Dental Staff
Nursing and 
Midwifery Staff
RATE RANK RATE RANK RATE RANK 1
Newcastle 23.2 4 522.5 9 22.5 11
Leeds 16. 6 15 482.3 14 29.1 1
Sheffield 20o 9 11 530.9 8 25.4 5
East Anglia 21.0 10 467.4 15 22.3 12
NW Metropolitan 34.8 1 566.1 1 16.2 15
NE Metropolitan 21.9 6 543.7 7 24.8 6
SE Metropolitan 23.7 3 547.3 6 23.1 9
SW Metropolitan 21.7 7 464.7 5 21.4 14
Oxford 26.0 2 5 62.1 2 21.6 13
South Western 19.1 14 501.9 12 26.3 3
Wale s 20.5 13 555.6 3 27.1 2 ~
Birmingham 21.1 9 483.7 13 22.9 10
Manchester 20.8 12 515.1 11 24.8 6
Liverpool 21.4 8 551.6 4 25.8 4
Wessex 22.1 5 517.7 10 23.4 8
England and Wales 22.4 519.0 23.2
Source: SH3, SBH2 and SH5
Clearly there are wide variations. The provision of senior medical and 
dental staff ranges from 16.6 per 100 beds to 34.8 giving more than double 
the number in the North West Metropolitan Region than in Leeds. Oxford is 
second highest on this table. Likewise, for nursing staff, again the 
range is great. North West Metropolitan Regional Hospital Board are
51
highest with 566.1 and East Anglia lowest with 467.4 per 100 beds. This is 
of interest in relation to Oxford as East Anglia contains the Cambridge 
University teaching hospital which, like Oxford, has no non teaching acute 
hospital in the vicinity. Not surprisingly, the positions for number of 
nurses per senior medical staff are reversed with Leeds highest, North West 
Metropolitan lowest, and Oxford a close runner up. Mien teaching hospitals 
are separated from regional hospitals it is possible to compare Oxford 
simply with other provincial teaching hospitals and it appears much closer 
to the average provision of medical and nursing staff for this particular 
group of hospitals. (Table 2.10) An analysis of the distribution of the 
grade of nursing staff, Table 2.11-, indicates that the UOH is not different 
from other provincial teaching centres. Approximately one third of the 
nursing staff were registered and a further tenth were state certified 
midwives. Thus,'just over two-fifths, were qualified. This was slightly 
higher than that of the ORHB area where the registered nurses and midwives 
made up some 37% of the staff.
The statistics so far discussed have been concerned with input in terms of 
the two vital resources of staff and beds. In the following paragraphs the 
corresponding output in terms of patients treated is discussed. Table 2.12 
shows the discharges and deaths for England and Wales, the UOH and the ORHB 
area over the period 1962 to 1969. The increase in discharges for the 
country over this period was 20% compared with 38% in the UOH and 35% in 
the ORHB area. A special feature of the UOH, which will be referred to 
later, is the lack of outpatient facilities. The effect of this is 
demonstrated in Table 2.13;where it will be seen that the ratio of out­
patient attendances to discharges tends to be much lower in the UOH than 
elsewhere. More succinctly, if the ratios of outpatient attendances to 
discharges for other regions had applied for the nine specialities in 
Table 2.13 the expected number of, attendances 7in thousands) would have 
been as follows:-
Newcastle 225
Leeds 286
Sheffield 279
East Anglia 178 
South Western 196
Birmingham
Manchester
Liverpool
140
473
176
TABLE 2.10 Ratio of Staff to Beds for Medical and Nursing and Midwifery Staff 
for Regional Hospital Boards and associated teaching hospitals 
(excluding metropolitan regions and London teaching hospitals) for 
Year 1968.
.Region/Te aching 
Group
Allocate
Beds
d Medical*
Staff
Eursing^
Staff
Rates of Staff per 
1,000 beds
Medical* Nursing^
Nov;castle RKB ' 27,598 560 14,054 20.3 509.2
United l!ev<castle 919 97 847 105.5 921.7
Total 20,517 657 14,901 23.0 522.5
Leeds RKB •32,5C9 478 15,269 14.7 469.7United Leeds • 1,056 78 919 73.9 870.3
Total 33,565 556 16,188 . 16.6 482.3
Sheffield RKB 33,444 607 17,194 18.1 514.1
United Sheffield . 1,448 123 1,329 84.9 917.8
Total 34,892 730 18,523 20.9 530.9
East Anglian 3KB 13,626 246 5,942 • 18.1 436.1
United Cambridge • 854 57 828 ' 66.7 969.6
•Total (o 14,480 303 6,770 20.9 467.5
' Oxford EHB 13,993 298 7,341 • 2 1 . 3 524.6
United Oxford 1,443 104 1,335 7 2 .1 925.2
Total •15,436 402 .. . 26.0 .... " 5 6 2 .1..
South Western EHB 32,031 531 15,398 16,6 480.7United Bristol 1,006 103 1,184 102.4 1,176.9
Total . 33,037 634 16,582 19 .2 501.9
Welsh RHB 25,875 455 13,857 1 7 .6 535.5United Cardiff 971 55 1,058 97.8 1,089.6
Total 26,546 550 14,915 20.5 555-6
Birmingham EHB 41,705 769 19,595. 18.4 469.8 ‘United Birmingham 1,709 145 1,403 84.8 820.9
Total 43,414 914 20,958 21.1 485.7
Manchester HK3 40,069 714 20,197 17 -8 504.1United Manchester 1,272 119 1,097 93.6 862.4
Total 41,341 833 21,294 20.1 5i5.1
Liverpool RKB 2 2 ,4 11 • 429 11,783 19.1 525.8United Liverpool . 1,483 83 1,4 h6 56 iO 975.1
Total 23,984( 512 13,229 21.3 551.6-
Source: SH3, SBH2 and SH5
*Senior Medical St Dental Staff (S.R. and above) W.T.E. 
0 Nursing & Midwifery Staff W.T.E.
TABLE 2.11
Percentage distribution of trained and other Nursing and Midwifery Staff in 
Regional Hospital Board and Boards of Governors by region for 1969.
REGIONAL HOSPITAL BOARD BOARD OF GOVERNORS
Region All
Staff
(--=100/)
All
Staff
4
Regis­
tered
Nurses
Cartifled 
Midv.'ives 
co Pupils
Others
Regis­
tered 
Nurse3
CSlVfei.—
■ fiod 
Midwivos
Others
Newcastle 14,216 33-8 5.7 60.5 833 34.9 11.0 54.1
Leeds 15,747 30.5 5.3 64.2 882 30.8 8.5 ' 60.7
Sheffield 17,604 30.6 6.5 62.9 1,426 31.4 5.8 62.8
East Anglian 6,280 33.2 4.5 62.3 883 31.5 11.2 57-3
Oxford 7,495 31 .8 5.9 62.3 1,335 33.5 8.6 57.9
South Western 15,636 32.7 5.5 61.8 1,155 33.2 6.3 ■ 60.5
Birmingham 20,017 29-7 6.7 63.6 1,450 33.7 11 .0 . 55.3
Manchester 20.731 3 1 .0 6.1 62.9 1,0 72 34.6 9.8 55.0
Liverpool 11,867 3 1 . 0 5.7 63.3 1,480 29.7 8.4 6 1.9
Vales 15,975 32.1
...
4.9 63.0 1,248 33.3 5.9 60.8
DISCHARGES AND DEATHS (IN 000*s) FOR ENGLAND AND WALES, UNITED OXFORD 
HOSPITALS AND OXFORD REGIONAL HOSPITAL BOARD FOR 1962 - 1969
TABLE 2.12
Year ENGLAND AND WALES UOH ORHB
1962 4391*3 31.7 130.8
1963 4575.7 33.7 134.9
1964 4724.7 35.8 140.2
1965 4818.2 37.2 148.9
1966 4897.5 38.8 156.0
1967 5011.9 4-0.3 163.4
1968 5149-8 41*6 172.1
1969 5282.2 43.7 176.4
1969 as $ 
o f 1962 120 138 135
TABLE 2.13
Ratio of Outpatient Attendances to Discharges in Provincial Teaching Hospitals 
of Specialty for year 1969.
. REGIONAL HOSPITAL BOARD
S P 5 C 1 A L T I E S
Gan Med Paed­iatrics Chost
D err.'.a- 
. tolory Gen Surg ::i ; t T <4 0
C-yr.ar-
crlc--
NEWCASTLE
Attendances 21,900 13,547- 20,780' 19,654 10,873- 23,939 4,775 ' 
2/055. Discharges 4,532 2,746- - 4-60 5,553 1,885- 984Ratio 4.08 4.9 ~ 62.6 3.5 5.8 29.4 2 -
LEEDS
Attendances 37,510 8,856 17,052 34,309 26,621 39,678 15,555Discharges 3,706 664 - 315 4,906 1,519 2,766 1.Ratio 10.1 13.3 - 54. ? 7.0 17.5 14.3 " ’Si?
SHEFFIELD
Attendances 69,433 2,853 911 29,903 46,226 27,627 ' 71,971 1 5 . 1 5 7Discharges 7,249 - 47 375 8,1,-03 3,653 2,5Sl. 3,606Ratio 9.6 - 19.4 79.7 5.5 7.6 27.9 4. 2
EAST ANGLIA
Attendances 17,235 2,780 - 10,928 ' 1 1 , 1 1 4 7,870 14,854 6,353Discharges 3,024 719 96 105 2,995 1,513 1 ,1 8 6 1,555Ratio 5.7 3.9 - 104.1 3.7 5.2 12.5 4.1
SOUTH WESTERN
Attendances 46,674 - - 13,71*8 22,771 15,383 27,355 S. 402Discharges 6,472 - - .303- 6,732 3,175 1,2c8 3,472Ratio 7.2 - - 45.4 3.4 4.8 21.2 2.4
BIRMINGHAM
Attendances 48,985 - 823 20,477 31,694 18,551 6,640 1 3,75*7Discharges 8,031 - 491 304 7,704 2,033 2,336 5,14VRatio ■ 6 . 1 “ 1.7 67.3 4.1 8.9 2.8 5.6
MANCHESTER
Attendances 21,359 29,126 1,122 CO0r--\r-0CM 13,952 29,970 1 5,cifDischarges 2,398 293 - - 4,713 1,376 1,051Ratio .8.9 97.7 - - 5.8 1 0 .1 28.5 3.6
LIVERPOOL
Attendances 35,837 12,577 25,380 27,038 37,685 20,175Discharges 7,583 - - 181 9,153 3,424 2,500 4,615Ratio 4.7 - - 69.5 2.8 7.9 15.1
UOH
Attendances 32,594 4,539 7,156 9,282 18,641. 18,415 22,096 9,05cDischarges 6,055 2,050 591 164 7,294 3, 25A 3,845 4 ,553Ratio 5.4 2.2 12.1 5o. 6 2.6 5.7 5.7 1 . 5
56
'The actual number of attendances at the UOH in 1969 was 121,773. Thus, 
had the experience of any other region applied to Oxford, there would have 
been considerably more outpatient attendances. This has important 
implications, for hospital policy relating to use of available beds.
Relating the nursing hours to in-patients (Tables 2.14 and 2.15) shows 
that the Oxford Region provides the lowest number of nursing hours per 
patient of all the regions but the highest number of nursing hours per 
patient day, a fact that can be attributed to the unusually short length 
of stay in the UOH. When teaching hospitals are looked at separately, the 
nursing hours per patient day at the UOH are average and the nursing hours 
per patient are low but not the lowest. Both Leeds and Newcastle teaching 
hospitals are lower. The rise in the number of discharges and deaths 
between 1962 and 1969 corresponded exactly with the increased number of 
nursing staff for the country as a whole and this was also true of the UOH. 
For the ORHB area, however, the increase in patients exceeded the overall 
increase in nursing staff. When registrered nurses are considered in 
isolation it can be seen that for the country as a whole the increase was 
less than that of patients treated, whereas the reverse was true for the 
UOH.
To sum up, it may be said that for the period under review, the UOH in 
particular and the Oxford Region as a whole maintained an above average 
increase in staff. At the UOH, the proportional increase in staff exceeded 
the proportional increase in the number of discharges and deaths. The UOH 
was relatively well off in terms of medical and nursing staff per thousand 
beds by comparison with other provincial teaching hospitals but low on the 
nurses per senior medical staff. Because of an exceptionally short length 
of stay, nursing hours per in-patient were comparatively low. The 
relatively high nursing hours per patient day must be considered in 
relation to this rapid patient throughput which inevitably intensifies the 
nature of the workload of the hospital. By discharging patients prior to 
a stage of low dependence, when not only are their nursing needs diminished 
but they are able to contribute in numerous ways towards the completion of 
the routine work in the ward, beds are vacated which are immediately 
occupied by new patients in heavily dependent states.
N U M B E R  O F  P A T I E N T S ,  A V E R A G E  S T A Y  A N D  N U R S I N G  H O U R S  P E R  P A T I E N T  j
A N D  P E R  P A T I E N T  D A Y  F O R ' T E A C H I N G  A N D  N0N ~ T3A C H I N G  H O S P I T A L S  B Y  j
R E G I O N  F O R  Y E A R  1969 1
TABLE 2.14
:i
R e g i o n
N u m b e r  o f  
P a t i e n t
A v e r a g e  
S t a y  
( D a y s )
N u m b e r  o f ^ N u r s i n g  H o u r s  P e r
N u r s e s
( U T S ) P a t i e n t P a t i e n t  Day
N e w c a s t l e 339,412 24.9 150,49 85.6 ■ 3.4
L e e d s 363,088 27o5 166,29 88.-5 3.2
S h e f f i e l d 420,380 25.1 190,30 87.5 3.5
E  A n g l i a 160,349 27 6 0 7,171 86.4 3.2
O x f o r d 220,093 20 o4 8,830 770 3.8
S o u t h  W e s t e r n 335,340 30.1 16,791 96.7 3.2
B i r m i n g h a m 502,579 26o 0 21,467 82,5 3.2
M a n c h e s t e r 490,275 25.4 21,803 85o9 3.4
L i v e r p o o l 270,882 26<> 1 13,347 95o2 3.7
W e s s e x 193,964 27 0 3 9,435 94.0 3.4
W e l s h 313,769 250O 15,223 93.7 3.7
M e t r o p o l i t a n 1, 672,029 27.0
i1i
81,114 93.7 3.5
i:
^Assumed to be available 42 hours for 46 weeks per annum.' 
WTE = Whole time equivalent.
TABLE 2.15 Ratio of Nursing and Midwifery hours per patient and per 
patient day in Regional Hospital Boards and Boards of 
Governors by region for 1969.
Region
REGIONAL HOSPITAL BOARD BOARD OF GOVERNORS
Nurses
Nursing Hours per Nursi ng Hours per
Pali ent Pati ent Boy Nurses Patient Patient Bay
Newcastle 14,216 88.2 3.3 833 57.7 6.2
Leeds 15,72? 91.4 3.2 882 56.4 5.4
Sheffield 17,604 89.2 3.3 1,426 70.5 6.9
East Anglia 6,288 87.7 3.0 883 ?8o0 6.7 -
Oxford 7,495 82.1 3.5 1,335 59.0 6.6
South Western 15,636 99.2 3.1 1,155 72.7 8.4
Birmingham 20,017 84.2 3.1 1,450 64.7 6.0
Manchester 20,731 87.4 3.3 1,072 64.6 5* 6
Liverpool 11,867 93.3 3.5 1,480 75.3 6.7
Wales 13,975 95 08
!
3.6 1,248 75.2 801
!
It remains open to debate whether the nature of the workload of the 
Radcliffe Infirmary is a function principally of the pressure on its 
resources;’the expertise of its medical staff, the quality of its 
management or a variety of other causes. Feldstein's (196?) econometric 
analysis of hospitals suggested that throughput was very closely linked 
with the provision of doctors, nursing staff on the other hand constit­
uting an . overhead expense. The capacity of available nursing resources 
to cope with the increased patient dependency associated with increased 
medical provision is assumed to be virtually elastic. In addition, owing 
to the historical development of the group, the Radcliffe Infirmary alone 
in the UOB* accommodates most of the professorial units and carries almost 
all. of the load of emergency admissions. In considering the implications 
for nursing services both the nature of Feldstein’s assumed elasticity, 
and the effect of the academic.and emergency overlay are all important.
This, then, was the situation at the commencement of this study. A 
voluntary county hospital of 200 years vintage with a long history of 
post-graduate medical research culminating in an explosive expansion 
in an incredibly short period of time following the Nuffield endowments! 
an accompanying influx of post-graduate students and experts to the- 
new mecca, and an unwanted undergraduate medical school - one of the 
exigencies of war - in an area considered by many to lack the necessary 
clinical material for this. Added to this is the complication of a 
complete absence of alternative hospital provision in a non-teaching 
hospital environment, in a locality whose population projections include 
a continuing rise above the national average, well into the 1980*s.
Against this background, a somewhat atypical picture emerges of a reform 
of nursing initiated, not by the nurses, but by medical staff and admin­
istrators, in the face of opposition from the Matron. Even in its 
earliest days the new type of nursing service was accorded no say in 
its own organisation. The last untrained matron neither desired nor 
would accept such responsibility, and, the first trained matron was 
not allowed it. The increasing awareness of subsequent matrons of 
the amplications for nursing of the precipitate evolution of medical 
services, and their attempts to regain control over nursing policy, 
when considered in the light of the new insight into formal organisations, 
were doomed to disappointment. If, the nature of an ..organisation, is 
influenced by its origins, the picture emerging during the course of 
this study might well have been a predictable one.
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REGENT PROPOSALS FOR REFORM CHAPTER* 3
SHAPE, COGWHEEL, SALMON AND MeKINSEY REVIEWED AS A BACKGROUND TO THE . 
RADCLIFFE NURSING STUDY *■ -  ^ -g. ' . '
In conjunction with the vast expansion in the hospital service outlined in 
the preceding chapter, there came, not surprisingly, a growing awareness 
not only of the structural deficiencies in its organisation, but a : : : 
corresponding pressure for action to improve the situation. The result 
was the publication during the sixties of a series of national reports and 
recommendations of which The Shape of Hospital; Management in 1980? (King 
Edward* s Hospital Fund for London,. 1967), First Report1 of the Joint 
Working Party on the Organisation of Medical Work in Hospitals (Ministry 
of Health, 1967) and the Report of the Committee on Senior Nursing Staff 
Structure (Ministry of Health, 1966) were of particular importance to 
hospital staff. These reports are commonly referred to as SHAPE, COGWHEEL 
and SALMON respectively and this connotation will be used here. Underlying 
the structure of the Health Service is the major problem of the tripartite 
system whereby the Hospital Service, the Local Authority Health.Service, 
and the General Practitioner Service developed under separate control.
This has recently been the subject of a series of consultative documents 
as a preliminary to new legislation intended to resolve the problem. The 
emphasis in these documents is on the need for integration of the three 
divisions in the interests of the overall health services at the point of 
delivery, that is, the population at risk. Equally important is the need 
to effect economic distribution of the chronically limited resources In an 
inflationary situation. Of the total annual cost of this service (nearly 
1900 million pounds by the end of the sixties) the hospitals consumed over- 
half, so that clearly, although hospitalisation was only one episode in 
the illness pattern of the individual, it was a vital component in any 
future structure. Equally, there remained the necessity to concentrate 
expensive clinical skills and facilities in appropriate centres of popula­
tion and create a system whereby the complementary branches of the overall 
service would be readily available to those in need of them.
3.1 SHAPE
Within the hospital service itself, although much had been achieved by 
grouping of small hospitals and some dissemination of medical expertise, 
there was evidence of wasteful, deployment of both resources and manpower,
arid a need to remedy this. In addition, the tripartite division of 
authority within the hospital service itself between medical,'nursing and 
administrative staff had become the focus of new proposals for reorganisa­
tion. A Ministry of Health Building Note of 1961, recommended the 
development of large hospitals of.the order of 1,000 beds or more to serve 
populations of 100,000 - 200,000 and SHAPE based its recommendations on 
the development of such a policy. It was envisaged that these District 
General Hospitals would be under the control of a general manager and have 
"a well defined structure of authority." Many of the:small local hospitals 
would close or become out-patient centres etc. or become part of the 
District General Hospital. The objectives of SHAPE were the breaking-.down 
of the divisions between the hospitals and other branches of the service 
and the welding together of the divisions inside the hospitals. While 
recognising the desirability of participative management, The King*s Fund 
report stressed the necessity of having one general manager to co-ordinate 
and control the policies and administration of the various prefessional 
groups and blamed the lack of a clear management structure for the already 
existing "elements of anarchy" which, in its view, lay most thickly in the 
area of clinical services.. The pyramid of management in the 1954 Bradbeer 
Report had, in the opinion of the Authors, failed in effectiveness because 
of its tripartite philosophy and this must be rectified.
In making these recommendations, SHAPE acknowledged that they constituted 
an implied contradiction of (a) the existing medical structure which 
functioned by means of unwieldy medical committees often comprising the 
entire senior staff (sometimes a hundred in number) accountable to the 
Regional Hospital Board or Board of Governors and (b) the recommendations 
of the revised nursing administrative structure whereby the head of nursing
services was responsible directly to the Hospital Management Committee or 
Board of Governors, despite which, however, the proposed revision was 
considered necessary.
3.2 COGWHEEL
1967 also saw the publication of the first report of the working party on 
organisation of medical work in hospitals under the Chairmanship of Sir Geo 
Godber, the Chief Medical Officer at the Department of Health. This report 
criticised the fact that although the number of medical staff had doubled 
since 1948, "there has been no corresponding evaluation of an aministra-
tive structure among the clinicians with the ability and authority to. 
develop medical skills." It recognised the need for collective thinking 
and was consequently not in favour of a return to the old style medical 
superintendent, but thought that the initial (1948) concept, whereby ,1* 
hierarchy was avoided and all consultants were on equal;clinical footing 
with- equal rights and privileges, had gone too far and ignored modern 
needs. Among other things, it recommended the creation of medical . 
divisions, largely oh the basis of natural groupings,! e .g. —  general' i 
medicine, general surgery, laboratories, etc. These would include all 
the consultants, and their junior doctors, who had previously been excluded 
from representation on the unwieldy medical advisory committees. Each,of 
these would have representatives who would form an executive committee. In 
addition, each division would have a chairman appointed by the Board of 
Governors (of Teaching Hospitals) or the Regional Hospital. Board1 (non 
Teaching Hospitals) and the executive committee would have a chairman 
appointed in the same way.
The role and responsibility of this committee is set out in the report and 
the importance of working towards effective co-ordination and/management:-' 
overall both, inside and outside the hospital service is stressed. The : 
final sentence in this chapter, however, goes on to say: /"Notwithstanding, 
these proposals, there is no reason why the full Medical Staff Committee, 
as at present constituted, should not continue to meet as before."
COGWHEEL makes no comment on the inter-relationship between its recommenda­
tions and those of SHAPE, but it does say that "it has not attempted to 
define:the method of co-ordination with the nursing administration, but.... 
it seems that the latter.....would fit in conveniently with what it' ‘ 
(COGWHEEL) has proposed." It should be added that COGWHEEL stressed the 
need for both junior and senior medical participation in multidisciplinary ' 
management and administrative training and also pointed out that its/ 
recommedations may be subject to further consideration in the light of the 
Seebohm and Maud Reports:and the medical professions own review of medical 
education and post graduate studies. Meanwhile, however, implementation of 
COGWHEEL recommendations was strongly exhorted.
3.3 SALMON • . ■ v# •
The envisaged nursing administrative structure referred to in COGWHEEL had 
been outlined in the report of the Committee on Senior Nursing Staff
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Structure under the chairmanship of Brian Salmon published in 1966. In its 
opening paragraphs, the SALMON report also refers to the Bradbeer Committee 
theory of a management partnership of nursing, medical and lay administra­
tion but observes that in this, nursing appears to occupy a secondary 
position, due, it is thought, to "the incoherence of the nursing admin­
istration" and "an inability of nurses to assert the rights of their 
emergent profession." Thus they are not represented officially at meetings 
of governing bodies with the same status as Medical and Administrative 
staff. SALMON, therefore, set out to remedy this inequality. The duties
of the traditional "matron" were observed to range from responsibility for 
the entire nursing services for hospitals of over a thousand beds, to a 
multiplicity of duties in a minute ten bed country hospital. The only 
recognition of difference lay in the salary scale which was ba.sed on the- 
number of beds, apart from which, all were treated as having similar duties
and rights. In addition/ matrons were not trained as managers, did not
understand the principle of delegation or decentralisation, and retained 
responsibility for a wide range of non-nursing tasks. The numerous 
assistant matrons in between the levels of sister and matron had no 
structural authority or specific role and sisters saw themselves as 
directly subordinate to matrons. The situation was further complicated by 
the differing status accorded from within the profession itself‘to general, 
midwifery, and teaching nurse administrators.
SALMON proposed the division of the nursing administrative function into 
three levels as follows:-
Top Managment: formulation of policy
Middle Managment: progra.mming of policy
First Line Management: execution of policy.
The confusion attaching to misuse of traditional titles was to be eliminated 
by replacing them thus:-
Top Management 10 Chief Nursing Officer
Middle Management
Non Managerial Grades
First Line Management
9 Principal Nursing Officer 
8 Senior Nursing Officer 
7 Nursing Officer 
6 Ward Sister 
5 Staff Nurse 
4 - 1  All Other Nurses.
Each managerial level was to have a specific area of responsibility carrying 
direct accountability to the grade immediately above and control over the 
grade immediately below. There would be necessary deviations from the 
general principle in areas where the traditional composition of the hospital 
group embodied difficult problems of geography or function but overall, the 
grading of the most senior nursing post would reflect the span of control o f • 
the holdero Thus the matron of a very small hospital may become a Nursing • 
Officer (grade 7) or of a large hospital a Principal Nursing Officer (grade 
9). The small hospital matron would become part of an appropriately 
constructed group and be accountable to a more senior grade officer in the 
group. The Chief Nursing Officer (grade 10) would direct and co-ordinate 
nursing services of a group of hospit als and be accountable to the Manage­
ment Committee Or Board of Governors. . ;■
The new nursing organisation for each group of hospitals would thus. be 
constructed as follows:- ;
.Level of organisation Grade of Nurse, in Charge •
SECTION (Wards) SISTER = :
UNIT (Approximately 6 sections) NURSING OFFICER ; : ‘ 7*7 ;
AREA (Approximately 3 units) SENIOR NURSING OFFICER .
DIVISION (Approximately 2 areas) PRINCIPAL NURSING OFFICER 
GROUP (Approximately 2 divisions) CHIEF NURSING OFFICER •
This is shown schematically in Fig. 3.1.
The report went on to construct specific job descriptions for each grade 
and recommended the provision - of appropriate management training to be 
organised on a national and regional basis for different levels in the 
structure.
The system was intended (a) to improve nursing care by relieving sisters of 
some administrative functions thereby releasing more of their time for 
supervision and teaching (b) to give nursing an appropriate voice in ■' - 
hospital management decisions through the formal particpation of the top 
level of nursing administration,; and (c)..to provide an improved career 
structure for nurses by creating a recognisable line of promotion from the 
ward to the Chief Nursing Officer level and the necessary training for this. 
The SALMON committee, recognising the revolutionary nature of its proposals, 
suggested the setting up of a few pilot studies in selected regions so that
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the effects and problems of implementation may be studied prior to any 
firm decision to implement the structure nationally. The pilot schemes 
were, however, overtaken by the recommendations of the Report of the 
National Board for Prices and Incomes (P0I.B0) published in 1968, In 
conjunction with their recommendations for a revision of salaries and 
working conditions for nurses, they advised that the SALMON recommendations 
should be implemented throughout the country without further delay. The 
already severely strained nursing services were, in consequence, plunged 
into a cataclysm of reorganisation of unprecedented proportions in 
precisely the manner which the Salmon Committee had sought to prevent.
The recommendation of SHAPE for the creation of a Hospital General Manager 
sparked off a spate of heated controversy which remains as yet unresolved. 
COGWHEEL was more successful in that some hospital.s by now have the 
recommended medical sections although the extent of their long term 
effectiveness in the heated climate of medical politics is as yet untested. 
Nursing has had almost two years of SALMON and the conclusion of the 
Salmon Conference in Church House Westminster in December 1970 was that 
despite the difficulties of ’Instant Salmon’ following the P.LB. Report 
nursing staff were generally satisfied with its achievements.
A remarkable feature of the three reports was the apparent complacency with 
which each group forged its proposals in relative isolation from each of 
the other two vitally interlinked branches of the service, and afforded 
only the most cursory reference to the implications of its recommendations 
for the others. This is not equally true of all because SHAPE does outline 
the problem of medical organisation in some detail but goes on to defend 
its case notwithstanding the recognised problems. COGWHEEL ignores the 
existence of a concept of a total .organisation and is contented with the 
observation that it thinks the nursing structure should fit in conveniently 
with its proposals. SALMON concentrates on establishing equal status for 
nursing vis-a-vis the other two branches in terms of recognition by manage­
ment. Any possible method of achieving co-ordination between the three 
remains so far virtually invisible. SHAPE’S general manager was the only 
part of any of the recommendations with theoretical authority to effect 
such co-ordination but this has been, if not demolished, possibly relegated 
to indefinite abeyance and its resurrection is a matter for wide conjecture. 
In addition to the unco-ordinated nature of the various recommendations, 
further doubts arise on the wisdom of their underlying principles, which in
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the light of current organisational theory may prove to lack certain 
elements essential to the successful operation of the modern hospital.
3.4 McKINSEY
By 1968, medical sections were under consideration and the new nursing 
hierarchy established in accordance with COGWHEEL and SALMON recommenda­
tions in the UOH. An additional development, however, was the commission' 
ing in April 1968 by the Board of Governors of the firm of Management 
Consultants of McKinsey Inc. to "investigate possible ways in which the 
resources available to the United Oxford Hospitals might be utilised more 
effectively." (Sleight et al, 1970) Although this remit had the appear­
ance of the widest possible scope, it had a specific limitation in terms 
of finance. This was placed at £20,000 (although an unofficial source 
asserted that the real cost approached £50,000) and McKinsey’s three 
phases of diagnosis, development of recommendations and implementation 
had to be contained within this budget. By November 1968 their 
recommendations were:-
1 Restructuring the Management organisation
(i) form a small executive committee that can take important decisions 
quickly and effectively 
(ii) restructure the medical organisation so the medical staff can be 
more involved in management 
(iii) re-organise the Board and its non-medical committee, to simplify 
line of communication.... to enable members to devote more time to 
policy rather than day to day administration.
2 Strengthening the Managemait process
(i) improve and broaden the planning function so that the executive 
organisation has better information on which to base decisions 
(ii) develop more sophisticated control procedures by which the 
execution of decisions can be verified and modified where 
appropriate.
3 Tackling Improvement Opportunities
Because of current financial constraints essential to identify
specific ways of realising immediate benefits this was to
alleviate current strain and provide funds for introduction of funda­
mental changes needed to ensure long term savings.
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Primarily the McKinsey group was concerned by the lack of an effective
decision making body. They concluded from their preliminary investigation
1that there was in effect no management. In association with this, the 
lack of involvement of medical staff and the misapplication of the Board 
members’ energies gave rise to additional criticism. Secondly, they saw 
the need to strengthen the existing methods of management information and 
control, and thirdly, to give an effective impetus of their own to the 
development of their recommendations, by converting what they identified 
as unnecessary expenditure, into available resources, to meet initial costs 
of implementing their recommendations. They recommended the creation of an 
Executive Commiittee which was described, some sixteen months later, as the 
major change proposed by McKinsey. Its membership was to consist of four 
elected medical members representing divisions, (instead of COGWHEEL’S 
Medica.1 Committees), plus the Chairman of the Board of Governors and vice 
Chairman, the Chairman of the Finance Committee, and a Board member 
responsible for nursing. The Lay Administrator of the group, the Chief 
Nursing Officer, and the Treasurer would also ‘ attend ' but without voting 
rights. Eventually the medical organisation was based on three divisions 
but a fourth medical member, the Chairman of the Medical Staff Council was 
included "as a sort of ombudsman". Each division was to have two junior 
medical members plus one nurse administrator, (Salmon grade 7) a lay 
administrator, and a secretary. The divisions would meet every six or 
eight weeks and in this way it was considered that the three sections - . 
medical, nursing, and administration - would be closely linked at both 
divisional and executive level. The Medical Divisions which were finally 
evolved from these proposals were grouped under headings of Medicine, 
Surgery, and Laboratory Medicine with the following membership:-
1 Notes taken at UOH Management Study Day
MEDICINE SURGERY LABORATORY MEDICINE
General Medicine General Surgery Biochemistry
Chest Diseases Accident Service Genetics
Geriatrics Anaesthetics Bacteriology
Neurology Neurosurgery Haematology
Epidemiology Obstetrics & Gynaecology Immunopathology
Haemophylia Ophthalmology Morbid Anatomy
Infectious Diseases Oral Surgery Virology
Paediatrics Orthodontics Churchill laboratory
Renal Dialysis Orthopaedics Neuropathology
Psychiatric Medicine Otolaryngology Pathology
Dermatology Plastic Surgery Radiology
Venereal Diseases Radiotherapy Cytology
Physical Medicine Thoracic Surgery Radiation Physico
Cardiology EEG
No. of Members - 43 No. of Members - 51 No. of Members - 38
The medical interpretation of the McKinsey proposals, however, as explained 
in a hand-out to newly appointed medical staff to the UOH, makes no 
reference to non medical membership of the Divisions. New staff are 
advised that they are "part of a revolutionary organisational structure 
which.....is gradually increasing its hold on the group, "and that the 
section system is supplemented by the Medical Staff Council, consisting of 
all the consultants of the UOH (132) which "acts as a sort of House of
Lords the Chairman of the Medical Staff Council acts as an ombudsman in
medical staff affairs should problems fail to be resolved at section level."
In the section on ’Communications’ in the hand-out there are sub headings 
and explanations entitled "up the line" and "down the line" but no reference 
to horizontal links. Although the new Executive Committee is regarded as 
the decision taking body, McKinsey’s were not empowered to disband the 
Board of Governors and acknowledged in their report that they had not been 
able to arrive at a rational system of co-existence for the two bodies, the 
second of which in effect lost power to the new committee. It remains a 
fact that at the end of the day, the Board of Governors still exists and is 
the final authority, although significantly, the Chairman of both the Board
and the Committee is the same person.
This; then, constitutes the balance of power by which the UOH is managed 
and although, as stated earlier, SHAPE, COGWHEEL, and SALMON ignored each 
other, the McKinsey recommendation in varying degrees ignored all three.
In McKinsey1s own words,
"If it is appropriate for members of the medical staff to be full voting 
members of both the Board and the Executive Committee, there is no 
logical reason why the Principal'Nursing and Administrative Officers 
should be treated differently. We believe that these arguments have 
real substance but that at the present time the following disadvan­
tages outweigh the advantages:-
1 At a time when medical participation in the Executive Committee on a 
major scale is an experiment, the Board might not be happy to make this 
additional experiment, particularly since it t\ould mean that Board; 
Members move at once into a minority position in the Executive Committee.
2 The medical staff might well feel that four votes out of say, eleven,
did not offer them any real challenge to prove their ability in manage­
ment .... Accordingly we recommend that for the time being The Adminis­
trator, Director of Nursing and the Treasurer should attend but not vote, 
although we can see strong arguments why in the long run, they should 
become voting members." (McKinsey Report to Board of Governors 1968)
The creation of SHAPE’S General Manager is, by implication, ruled out in 
McKinsey’s arguments for an Executive Committee. In the same way-COGWHEEL’ 
medical accountability directly and autonomously to the governing body is 
submerged in the theoretically equal status of the voting members of the 
Executive Committee which, however, lacks representation and therefore 
accountability of the professorial departments. SALMON’S hope for nursing 
status is once again a little more than a very poor "also ran" in the new 
structure in which medical representation outnumbers it in a ratio.of four 
voting members to one non voting member. Furthermore, nursing is the only 
group required to stand alone, with a representation of only one individual 
when the committee meets. The reduced participation thus accorded it is 
emphasised rather than strengthened by the inclusion of a Board member with 
special responsibility for nursing. It is difficult to discover how this 
distribution was arrived at because the pages of the McKinsey Report,
abounding in detailed plans for the organisation of the administration 
and the medical staff, are bereft of comment on the subject of nursing 
services. In addition, the view has been frequently expressed by members 
of staff that the overriding problems of bed shortage, the lack of 
representation of.general practitioner services and local authority nursing
services, and the exclusion of paramedical services especially relating to 
social services, were serious ommissions. At Divisional level, it is clear 
that the composition of the Medical Divisions bear no resemblance to the 
Salmon Nursing Divisions and adequate representation of the latter is made 
correspondingly difficult, if not impossible.
3.5 MANAGEMENT STRUCTURE
SHAPE, COGWHEEL and SALMON incorporate the pyramid structure of management 
which was the backbone of the late nineteenth and early twentieth century. 
In addition, the lack of emphasis in the Salmon report on the clinical 
responsibilities of senior nurses creates a real danger that nurses will 
be swamped with administrative duties which, as Hunter (1971) points out, 
has the effect (a) of keeping them in a separate department from other 
professional staff and (b) of distorting the career structure of their 
profession.
One solution is that suggested in Chapter 1 whereby horizontal work 
flows are facilitated in Lickert's overlapping work groups. The McKinsey 
recommendations have the appearance of providing such a mechanism but 
are restricted to a form of management superstructure dependent for its 
success on the capacity of largely untrained individuals to recognise 
either the need for the linking philosophy or the motivation to apply 
it. This is even more true in the context of the McKinsey Divisions 
than at Executive level owing to inadequate consideration of the incom­
patibilities in structure of the existing parallel lines of authority 
and the means of resolving this. In none of the four reports discussed 
in this Chapter is there any evidence of the importance of upward flows 
of influence from the base of the pyramid whereby the self needs of the 
individuals may be aligned with the organisational goals for the fulfill­
ment of both. The analyses of data in the following chapters will show 
that this defect in both the existing service and in the recommendations 
of the four reports may be an underlying cause of present shortcomings 
in the care which reaches the patients and which, if not recognised and 
remedied, will in all probability both persist and increase.
S E C T I O N  II 
SENIOR NURSING AND MEDICAL STAFF
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THE STUDY PLAN AND THE ORGANISATION OF THE 
RADCLIFFE NURSING DIVISION
CHAPTER h
In 1968 the Department of Health and Social Security gave approval to 
a proposal for a study of ’Total Patient Care’. The objective was to 
advance the search for a meaningful measure of patient care in acute 
hospitals. Previous studies, using the technique of nursing dependency 
had demonstrated wide variations between wards in the work load asso­
ciated with comparable numbers and types of patient. (Goddard 1953)
(Barr 1965). A staffing survey undertaken by the Department of Health 
(1965) showed that these differences were largely ignored and more 
recently Moores (1970) has shown that differences occur within diagnostic 
groups. The major emphasis in these studies however has been on the 
observed amount of care given in the absence of any known method of 
specifying care actually needed. A further limitation derives from 
the complex division of labour which now characterises the delivery of 
patient care. Studies of nursing care per se ignore the contribution 
of the paramedical and ancillary staff who are now routinely involved in 
varying numbers and varieties in the acute hospitals. It was accordingly 
decided to attempt a study of a sample of patients which would thus 
include all the personnel who were involved in their care and provide the 
possibility of studying the extent to which the care met the patients’ 
needs. The Radcliffe Infirmary was selected for study beoafose it was 
the nearest large acute hospital to the research unit and would thus 
facilitate good access and ease of communications for exploratory work.
If a satisfactory method could be devised the research could later be 
extended to hospitals further afield.
Preliminary studies had demonstrated the need for the participation of 
the staff who were involved in the observed care, in the development of 
this work, and traditional techniques of direct observation were useless 
for such a purpose. By a process of elimination the technique of video 
tape recordings of sequences of patient activity was reached. Permis­
sion was obtained and recordings were commenced with encouraging results. 
Preparation of appropriate interview schedules relating to needs and 
care was begun, together with the work of deciding on a method of selecting 
a sample of patients for study. Throughout this process however, and 
combined with previous experience of direct' observation on other wards,
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came a growing conviction that the behaviour of nurses varied between '. h* 
wards and that nurses frequently failed to perceive patient needs or to 
relate their activity to them. This appeared to be so, regardless of the 
available number of staff or of the ward work load. They were- in turn' 
both baffled and embarrassed by their own actions when they were shown- 
video recordings of them. It became increasingly obvious that factors 
affecting their behaviour in this respect were no less important than 
the measurement of: patient need or nursing care. In addition, studies • 
of the latter in situations of demonstrably defective care would be of 
limited value. This situation was by no means peculiar to the hospital " 
under study. Senior Nursing and other staff had expressed concern in 
countless other situations arising from similar observations of what 
appeared to be a growing trend in nursing. To identify possible causes 
was therefore intrinsic to any study of nursing care.
The nurses themselves, and the senior nursing staff, clearly classified 1/ 
wards in the course of conversations according to an adjudged standard 
of care, level of organisation, or working:environment and it seemed 
reasonable to use this judgement as a means of selecting wards for • / 
the study of patients. The intention would then be to look for actual 
variations in care associated with differences in ward organisation and 
social climate. This would constitute a first phase study of which the 
construction of patient profiles would be a second. For this purpose 
it was decided to circulate a detailed questionnaire relating to prob­
lems of organisational structure, relationships and effectiveness to 
all day sisters, and a short and simple.questionnaire to all senior 
student and pupil nurses. The short questionnaire would be used to 
rank wards according to the criteria specified above and an amended 
form was circulated to Senior Nursing Staff and Night Sisters to deter­
mine whether the junior nursing staff views corresponded with those of 
the trained nurses. By this means it was hoped to select a maximum of 
four wards, of which two would be highly rated and two the reverse, and 
to carry out studies in depth of the care of patients in these wards.
This would include patient recordings and staff and patient interviews 
covering not only the actual care but its organisation.
The second phase proved, in the event, to be impracticable because of 
the pressure on the wards and the anxiety of ward staff which it i^ as said 
must be reduced. Permission was eventually obtained however to carry
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out- senior nursing and. medical staff interviews which it was said-would 
provide the information' sought on factors affecting nursing care. A 
patient satisfaction survey was also substituted in place of the patient 
observations. Because the original design proved to be too ambitious 
the./survey which was intended as a first phase to select i-fards for 
further study, eventually then constituted a major part of the alter­
native plan which was finally permitted.. Thus instead of, a study in*- 
depth of a maximum of four selected wards, their staff and a sample of 
the patients in them, the following chapters analyse the results of a 
hospital-wide questionnaire survey of student and pupil nurse experience 
on all wards, a ward sister.questionnaire survey of ward and organis­
ational functions and relationships, s.enior medical staff interviews. 
on the same topics, and senior nursing staff questionnaires* and-inter- 
views. '■
The emphasis in the "substitute plan was, therefore,* altered from one 
of the impact of the ward organisation on. the nurses and patients in • 
a few wards to the impact of the nursing and medical organisation on 
the ward nursing services. The student nurse data still provides a 
profile of variations between wards, and the patient survey, which was 
also introduced at a later stage in the study, facilitates a comparison 
between' patient and student nurse reactions to the varying ward environ­
ments. A further addition to the revised plan was the consultant inter­
view data. This was included in response to requests from nursing staff 
to obtain the consultants’ views, on the problems of the nursing service, 
and the patients’ short length of stay. The actual sequence of data 
collection was, therefore, nursing staff questionnaires, followed by 
patient.que s tionnair e s and c on sultant interviews, and finally nur s ing , >' 1 
staff interviews. Because they provide a framework for the subsequent- 
analysis, Senior Nursing Staff interviews and questionnaire data are 
presented first, followed by the Consultant Interviews, Day Sister Ques­
tionnaire s, student and pupil nurse analysis and lastly the patient ; 
survey. The detailed information presented in this chapter oh the . 
organisation, of the Radcliffe Infirmary nursing units is intended to 
serve as a link between the introductory chapters and the prevailing 
nursing organisation at the time of the study as seen by the nurses 
themselves in the survey data.
A Director of Nursing was appointed to the UOH shortly before the 
retiring matron’s departure in accordance with the proposal outlined in 
Chapter 2„ Subsequently the new incumbent was appointed to the Salmon 
post of Chief Nursing Officer (CNO), (See Fig. 3.1 Chapter 3) and the 
nursing service for the group divided into four divisions as follows:- 
Nursing Divisions: 2, Midwifery Division: 1, Teaching Division: 1. A 
detailed breakdown of the divisions is .shown in Fig. 4.1. The content of 
this and subsequent chapters is concerned with one of the four divisions, 
namely the Radcliffe Infirmary nursing service.
The status of the nursing administration for the major hospital of the 
group was in many ways reduced by the new nursing organisation. The 
Director of Nursing retained control of the Radcliffe Infirmary in 
addition to her group responsibilities pending the creation of appropriate 
Salmon posts but several of the Radcliffe staff have referred to this' 
period as one when "they didn’t really have a Matron". They had lost 
their strictly authoritarian Matron (traditionally regarded as the senior, 
matron of the group and entered aphase of "non leadership". This 
situation was temporarily resolved by the appointment of a successor <to 
the departed Matron but after only 20 months the post was once more vacant. 
In addition, with the foundation of the new divisions, the group teaching 
function for the UOH came under the control of a Principal Nursing Officer 
(PNO) located within the Radcliffe Infirmary. Midwifery likewise 
incorporated wards and departments at both the Radcliffe and Churchill : . 
Hospitals and again the PNO remained on the Radcliffe site. The remaining 
two divisions were made up of the Radcliffe Infirmary and Eye Hospital, 
and the Churchill, Slade and Cowley Road Hospitals; (see Fig. 2.1 Chapter
2) this latter division having over a hundred beds more than the Radcliffe 
Division and a larger nursing administrative structure. The Matron of the 
Churchill Hospital had been "promoted" to the Radcliffe Infirmary vacancy 
in the course of the reorganisation and was thus in the position when the 
Salmon structure was ratified of being on a lower grade and salary 
(Principal Nursing Officer 9c) than the newly appointed (Principal Nursing 
Officer 9b) to the Churchill Division. The Radcliffe Infirmary thus 
accommodated three PNOs of equal status and the CNO who also remained in 
the Radcliffe Infirmary albeit on the floor above and adjacent to the group 
Administrator. A final innovation for the staff of the Radcliffe lay in 
the appointment of. a male nurse to the head of its nursing service for the 
first time in its history.
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Fig. 4.1 SALMON plan for the United Oxford Hospitals
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The organisation of the Radcliffe Nursing Division at the time of the 
survey is shown schematically in Fig. 4.2.
Fig. 4.2 ORGANISATION OF THE RADCLIFFE
NURSING DIVISION OF UNITED OXFORD HOSPITALS
Medical
Unit
7 Sisters
7
Sections
Specialty
Unit
9 Sisters
Sections
Surgical 
Unit
6 Sisters
6
Sections
3 Sisters
2
Sections
PNO 9 Administrative
Sister 
ice Duties
Eye
Hosp,
Unit
10 Sisters 12 Sisters 10 Sisters
7 6 30
Sections Sections Sections
Accident
Unit
Theatre
Unit
NO 7
Whole
Division
SNO = Senior Nursing Officer
The Administrative Sister did not at this time have a Salmon grading. At 
the time of the survey she was accorded Nursing Officer (NO)(grade 7) status 
and has now been promoted outside the group. Her place in the PNO’s office 
was taken by a Radcliffe Theatre Sister and it is possible that the post may 
remain on a grade 6 level. The SNO Area I has since been promoted outside 
the group and replaced by the NO (Specialty Unit). The resulting vacancy
has been filled by an outside applicant. The remaining five NO's on day
duty were employed in the Radcliffe Infirmary prior to Salmon. The numbers 
of sisters and sections are slightly altered since the survey and the 
differences are explained in the appropriate diagrams. Because various
departments are closed at night, the number of sections under the control of
night sisters is less than the total on day duty. The Divislon thus 
comprised two Areas consisting of four and two Units respectively. The 
composition of the two Areas is described in detail in the following 
paragraphs. Area I includes the Medical Unit,Surgical Unit, Specialties 
Unit and Eye Hospital, and Area II, the Accident Unit and Theatres Unit.
Area II represents night duty cover for the whole division.
AREA I
THE MEDICAL UNIT consists of 149 beds in 6 wards with one sister on each.
A four bed bay of ward 21 functioned as a coronary care unit for all male 
and female patients in need of the facilities, and the ward had additional 
staff nurses to meet the intensive nursing demands of this area. At the 
time of writing (mid 1971) it has a sister and nursing establishment of its
own which thus constitutes an additional section. The Medical Unit
consists of the following sections:- two ground floor hut wards erected 
side by side at the rear of the hospital during the war as part of the > 
emergency bed scheme, two first floor wards in the old building.on the main 
corridor with a non medical ward block in between the two, and two wards in 
the Nuffield block completed in 1957 on the first and second floor. These 
are roughly mid way between the other four medical wards. The site plan 
(Fig. 4.3) shows the actual distance i.e. approximately 75 yards between 
each of the three parts of the unit.
Each of the three pairs of wards consist of a male and female ward under
the clinical control of different teams of senior medical staff. All are 
basically general medical wards but several of the clinicians have special 
interests or responsibilities for particular types of patient and the case 
mix on their wards may thus reflect a higher incidence of such patients than 
of others. Most of the senior medical staff have offices situated in or 
near the old ward areas of the Nuffieldblock. The unit Nursing Officer 
uses the old night superintendent’s office, which is still the main night 
nursing office, situated off the main ground floor corridor and far 
removed from any of the medical wards. In addition to basic differences of 
structure, location, and type of patient, the wards differ in layout, 
facilities, number of beds, and staffing as is shown in Tables 4.1 to 4.4.
Night duty cover is provided by student and pupil nurses on a system of 
internal rotation whereby each does a specified number of days on, days 
off, nights on, nights off, etc. There are 2 student nurses on duty each 
night. Within each pair of wards the extra student allocated to one is 
used to balance the night duty cover between the two. The coronary care 
unit has a night staff nurse. There is no cover by ward clerks on Saturday 
and Sunday. All wards are gradually changing over to the domestic system 
of ward housekeeping teams responsible for all cleaning and domestic work, 
Serving meals, giving out drinks, making up empty beds, etc. Wards not yet 
on this system still have simply two ward maids.
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MEDICAL WARDS GROUPED ACCORDING TO MEDICAL ORGANISATION
TABLE 4.1
LOCATION SEX
BEDS IN 
MAIN 
WARD
BEDS IN 
OTHER 
AREAS
TOTAL
BEDS
SPECIAL
INTEREST COMMENTS
1
HUTSC1941)
18
Male
Female
10 & 11 
beds 
divided 
by glass 
partition
4
side ward 
4
side ward
25
25
Diabetics
and
Blood
Disease
0LD(1938)3
BUILDING 11 
(1890)
Female
Male
8 & 11 
beds
16 & 5 
beds
1 single 
1 double 
1 treble
21
27
Ulcerative
Colitis
L shaped ward 
with glass 
partitions 
5 beds on 
closed in 
balcony
NUFFIELD 21
(1957) 
BLOCK 17
Female
Male
5 x 4  Bed 
Bays
5 x 4  Bed
3 single
4 single
23
24
Blood
Diseases
Leukaemia
21 Mixed
4
Bed Bays - 4 Situated half way down ward 
21
NOTE The numbers on the left hand column of this and subsequent tables 
in this chapter are ward identification numbers from 1 to 21. By nursing 
unit these are as follows:-
UNIT WARD IDENTIFICATION NUMBERS
Medical 1, 3, 11, 17, 18, 21
Surgical 2, 7, 10, 12, 13, 19
Specialities 6, 8, 9, 14, 15, 16
Accident 4, 5, 20
Eye 99
TABLE 4.2 PATIENT AND VISITOR FACILITIES IN THEMEDICAL UNIT
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VISITING'
HOURS
) Evening
HUTS
1 No Yes No ) 
) 
)
:/>.■ in
adjacent
doctors
Yes 2 3 2 Non e 3-4 & 7-8 
p.m. daily
18 No Yes No ) 
' )
seminar
room
Yes 2 3 2 None »» II II
OLD 3 No No Yes Ifn ward Yes 2 2 2 None 2 - 8  daily
BUILDING 1 1 No No No In ward Yes 2 2 2 None "
NUFFIELD 2 1 Yes . No No DayRoom Yes 2 ■ 3 3 Sitt­ing & 
Cloak 
Room
2 - 8  daily
3-4 & 7-
BLOCK 17 Yes No No DayRoom Yes 2 3 3 " 7.30 pm. 
daily
it
2 1 No No No No Yes PART OF WARD B ■ As ■ Ward E
TABLE 4.3 ‘ STAFF. ACCOMMODATION AND FACILITIES IN THE MEDICAL UNIT*
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Sluice, CSSD, 
Etc,
1
HUTS
In ward ShareCurses Yes No
Share
Nurses
Station
* No MedicalStudent
Room
Toilet 
& Hand 
Basin
Yes;
18 In ward ” Yes No i> No *1 It Yes ' • v-
OLD 3 
BUILDING 11
In ward 
In ward
n
In
Ward
Yes 
Y e s
No
No
Share 
Sisters 
Off ice
No
Yes
Medical
Student
Lab.
II Yes
Yes
NUFFIELD 21 
BLOCK 17
On
corridor
On
corridor
No
No
Yes
Yes
Yes
Yes
Share 
Nurses 
Station
- II
Yes
Yes
Periph­
eral * 
kitchen 
2 Op. 
Rooms
It
It
Yes
Yes
*' 2 1 InWard
Share No No. No No ' - -
*Additional peripheral kitchen providing central washing up and meal service 
for four Nuffield Medical and Surgical Wards. '
The huts, have an adjoining Medical Seminar Room used by patients in the evenings. 
The old buildings have two seminar rooms on staircase adjacent. The ground floor 
of the Nuffield Block contains all medical offices/seminar rooms etc. for the 
department.
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TABLE U-U
NURSING,' CLERICAL AND DOMESTIC ESTABLISHMENT IN THE MEDICAL MIT
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The deployment of medical staff and the arrangements for emergency 
admissions are set out in Table 4.5.
TABLE .4.5 '
MEDICAL STAFF AND EMERGENCY ADMISSION SYSTEM FOR MEDICAL UNIT
DEPARTMENT CLINICIANS SENREG REG •SHO- ‘ HO
FIRST 
ON TAKE
SECOND, 
ON TAKE WEEKENDS
1 2 1 1 1 Wed. 
&
Mon. 
&
2 '
;, in
18 2 1 1 1 Thurs. Tues. • ' 5
3 2 1 1 1 ■ Mon. Thurs. 2 *
Regius Prof. •  
of. Medicine 2 1 1 1
&
Tue s.7 .
&
Fri.
A  in
:'5
Nuffield 21 Prof. & 3 " . = 1;
Prof. of '• Clinical 1 1 1 Fri. Wed. in
Medicine 17 Assistants ■ 5*
■’ 2 1 ALWAYS ON TAKE
Wards 3 and 11 are officially the medical responsibility of the Regius 
Professor of Medicine. The present Regius Professor has delegated this 
responsibility to his clinical assistants who function as consultants on a 
rotating system. In addition the senior assistant to, the Nuffield 
Professor of Medicine has transferred his patients to the Regius Professor’s 
wards where there is now in effect one professorial and one non-professorial 
team. ‘ ; ■ / 4 -. -
The medical firms of the unit provide continuous cover for the reception of 
emergency admissions by means of a rota in which two teams are ”on take”. 
The first ’’ontake” commences at 9 am and continues for 24 hours. The ” f 
second ’’ontake” stops at 9 pm, The two on-take teams take*alternative 
emergency admissions so that the load can, to; some extent, be spread 
between four wards rather than two. The on-talce system results in marked 
variations in the number of days and nights on-talce on/different wards.
The Coronary Care Unit is always on-take throughout the twenty-four1 hoursi - 
Wards 1, 18, 3, and 11, are on-take for approximately 21 out of 31 days, 
and 12 nights, in the month and wards 2 1 and 17 for 10 days and 6 nights, v
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Medical ward rounds are a major factor in the ward organisation and these 
also vary between wards. Wards 1 and 18 have four consultant rounds per 
week and registrar rounds daily. Wards 3 and 11 operate on similar lines 
and Wards 21 and 17 have one professorial round weekly and a clinical f 
assistant round on other days, plus registrar rounds. The consultant 
rounds take up several hours and although were traditionally at fixed 
times have now become less predictable especially on Wards 3 and 11. In 
addition, the timing of rounds tends to be in accordance with the 
consultants timetable rather than other factors and this can result in 
difficult clashes for ward organisation. Owing to the pressure on beds, 
there is a considerable amount of patient movement between wards. On-take 
wards frequently reach the point, or worse still actually start off the day 
having no empty beds and they.must then attempt to arrange emergency 
discharges or temporarily transfer patients to empty beds in off-take wards. 
Thus all six wards are in effect involved in the management of emergency 
admissions continually whether on-take or not.
Although it is difficult to obtain accurate figures an interview*with the 
Unit nursing officer revealed that all of the wards have additional 
patients as out-patients or day cases at times and on wards 21 and 17 this 
is almost daily routine. Even so, these two wards are under less pressure 
because of less on-take days but of the two, 21 has a markedly faster pace 
of activity because of a higher level of patients with blood diseases on 
the female than on the male ward and also because of the presence of the 
coronary care unit and the peripheral kitchen. The male ward frequently 
has more empty beds than elsewhere and, in consequence, is required to 
"lodge out" more patients from other wards than do the remaining five, a 
fact which gives rise to frequent friction between the wards. The reason 
for the vacant beds is said to be the clinical policy of early discharge 
but the average length of stay is no less than the other wards. The 
average age, however, is lowest of all the wards and this could alleviate 
the difficulties associated with planning early discharge because younger 
married men are more likely than other patients to be able to convalesce at 
home. In addition, because of having fewer on-take days the Nuffield wards 
are less subject to having beds blocked by elderly stroke patients for whom 
rehabilitation is virtually non existent. The demands of the Accident and 
Surgical units on the physiotherapists mean that these-.patients get only 
negligable amounts of treatment and their recovery may thus be retarded.
From the point of view of organising nursing services the huts' are /;> 
considered remote and cramped, Beds are close together and ambulant- 
patient s must sit between the beds. /; Treatments must also take place in 
the ward. Observation of patients, however, is relatively easy when most 
of the beds are in one area. In addition there is less walking to do.;;).
"• ' . ' ).'.; ’ . ... V  . ' )•.- ■ \
Of the two old building wards one is considerably better than the other
having been extended over the existing building in the 1930*s. They,are, 
however, considered to have most of the disadvantages and none of the 
^advantages, in that although old, they are still difficult for observation, 
being odd in shape with beds and off ices,hidden in corners. The staff • 
accommodation (which is in any event inadequate on all wards) is described 
on one of these two wards as "a,two hundred year, old loo approached through 
a medical student's laboratory." Only.one of these two wards has a treat­
ment room which is so inconvenient that it remains unused, and again, beds
V'.- ’ ; ’ V . • . . . .are close together and up patients (many of them helpless and elderly) have 
to sit in the ward.
The two Nuffield.Wards are vastly superior in every way to the remaining 
four. They have more bed space and appropriate additional rooms for 
treatment, separate nursing and medical working areas etc. accommodation 
for visitors and sitting rooms for up patients. They do, however, have the 
disadvantage of covering a larger ground area, with consequently more walk­
ing about to do, and have no main ward. • All of the beds are in small bays, 
and observation is difficult. None of the beds is within view of the 
nurses' station. The use of extra beds is prohibited on- all wards except by 
permission of the House Governor.. " This is chiefly because of the lack of 
space and fire risk. Ward 17, however, has both space and furniture to 
flout this rule and frequently does so if beds are occupied by lodgers out 
from other wards. In this way the nursing staff avoid the complication 
experienced in the other wards of haying to deal with other medical staff 
and the Nuffield Department medical staff likewise escape the additional 
work involved in having to treat their patients on other wards. The dis­
advantages for the unit nursing officer in controlling this fragmented trio 
of locations from her shared office on an even further removed site are 
obvious, but plans are by now well advanced for some re-allocation of wards 
between these and the surgical unit and at least some of the difficulties 
will, disappear. However, this will not resolve the status dichotomy between 
the Nuffield Professors' wards and the remainder. This is partly associated.
with the superior facilities which the other wards lack, and partly to the 
desire of an earlier Regius Professor whose aim was to abolish any such 
dichotomy between hospital and university departments and who accordingly 
chose to work in the old wards rather than in one of the new buildings.
What is probably more important in the present situation is the absence 
from the clinical scene of the Professor so that his clinical assistants 
work side by side with other clinicians carrying an exactly comparable 
share of the daily work load. In the proposed reorganisation the Regius 
Professor’s wards will be situated in the two remaining huts (at present, 
Surgical wards) adjacent to the two hutted medical wards and all four will 
attempt to work much more closely together-. The Nuffield Department- will, 
however, remain separate. • ; -
The Surgical Unit consists of 132 beds in six wards with one sister in each 
and from the point of view of structure and location, is virtually 
identical with the medical unit. There are? two hutted wards, two wards>in 
the old building situated on the ground and first floor of the same block 
housing the Nuffield Department of Surgery with its two wards on the ground 
and first floor, its own offices and its own theatre suite above (see Fig,
4.4 and Tables 4.6 to 4.9). The principal differences, however, between 
the surgical and medical unit for the organisation of nursing work are 
found in the organisation of the medical staff.
The two hutted and two old wards each consist of a male and a female; ward. 
On the Nuffield block each ward has two separate nursing areas. The female 
ward has a six bedded (or cots) Childrens’ section and the male ward has a 
five bedded section for private patients. The childrens’ area has a part 
time sister in addition to the main ward sister and also a part time staff 
nurse and full time enrolled nurse. . The rest of the nursing cover*is from 
the whole Ward establishment.
For night nursing cover the wards are,-paired in the same way as on the 
medical unit, but the medical staff have their beds in two pairs of one hut 
and one old ward each. The whole of the-[Nuffield block is allocated to the 
Department of the Nuffield Professor of Surgery. The surgeons have offices 
in the Nuffield block and on the top floor of a fourth ward block. The 
unit nursing officer has a tiny office converted from a cloakroom under the 
staircase of a ground floor-ward in the specialties“unit. It has virtually 
no day light or ventilation and the entire ceiling which is scarcely high

enough to stand upright is covered in massive steam pipes thus creating an 
intolerable working atmosphere.
Ward facilities and staffing are summarised in Tables 4.6 to 4.9.
TABLE 4^6
TYPE OF PATIENT AND DIVISION OF NURSING AREAS IN THE SURGICAL UNIT
LOCATION SEX BEDS IN MAIN 
WARD
BEDS IN 
OTHER'AREAS
TOTAL
BEDS COMMENTS
19 Female 23 2 side wards 25 * ' -" * V.
HUTS *■. * • ;
2 Male 20 2 side wards 22
OLD 13 Female 13 + 6 2 single wards 1 two-bed ward * 25
)The 6-bed area is a closed 
)in balcony in each ward.
BUILDING12 Male 13 + 6
2 single wards 
1 two bed ward 25
10
6 cubicle cotsNUFFIELD Female 12 17 In addition - 2 bed recovery 
room.
BLOCK 7 Male 12 5 single rooms 18
TABLE 4.7
PATIENT AND VISITOR FACILITIES IN THE SURGICAL UNIT
LOCATION
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[TABLE 4.8
STAFF ACCOMMODATION AND FACILITIES IN THE SURGICAL UNIT
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Nurses
Yes Use
Sisters
Use
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No Medical
Seminar
Toilet
and
Yes
HUTS Room Hand
Basin
2 H tt tl Yes 11 11 Yes - 11
OLD 13 In ward Sh ar e 
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Yes No Share
Nurses
Yes -
All
Staff
in
whaLe:
Yes
BUILDIN£2 In ward tt Yes No If Yes - block Yes
10
NUFFIELD InChildren
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Sisters
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Yes .S x Msluice in 
childrens 
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TABLE 4.9
MEDICAL STAFF IN THE SURGICAL UNIT
LOCATION .
— ,--------- -
CLINICIANS
i
SEN REG REG
"<.... .—
SHO
....
JHO
HUT 19
OLD BUILD.
12
1
* 1 1
1 2
2
~
HUT 2 
13OLD BUILD.
1+ +
+ 1
1 - 2 -
NUFFIELD 10 
BLOCK 19
Nuffield 
Prof. of 
Surgery
Prof. & 3 1 - 2 1
L - . ..
*Both of these senior consultants have half of the beds on wards 19 and 12 
and use these beds for the admission of most , of theij: emergencies.
++Consuitant number three has half of the beds on wards 2 and 13. The 
remainder of the beds on these two wards are allocated to the first two 
consultants who tend to use them more for list cases than emergencies.
+In addition, consultant number four also has two allocated beds on each 
male ward. 9 1
Each of the clinicians, apart from the professorial staff, is the senior 
surgeon in a team of two. The junior consultant operates mostly at the 
Churchill Hospital.
The emergency admission rota is arranged in a recurring five week cycle in 
which each pair of wards has 9 on-take days per month. Weekends likewise 
are covered in rotation. Because of the numbers of beds allocated-to 
consultants and the patients they admit, wards 19 and 12 have a consistently 
different pattern of activity to wards 2 and 13. The unit NO explained that 
not only are the beds in wards 2 and 13 shared between more consultants, 
resulting in additional teams of doctors, operating days, ward rounds, etc., 
but the type of surgery done produces an imbalance in bed occupancy between 
the male and female wards. The example given was of one patient admitted 
for arterial surgery which may take up the whole of one operating session. 
These are usually male patients and in consequence, no female patients are 
admitted for the operation day and the ward is, therefore, likely to have 
more empty beds than any other. In effect the ward tends to be used as an 
overflow for all other wards, so much so that when the sister recently 
complained that she no longer knew what sort of a ward she was supposed to 
be trying to run, she was found to have male, female and child patients, 
including medicine, surgery and accidents.
The sitaution is further complicated by the fact that although the Nuffield 
Department of Surgery covers emergencies for two days in the week, on only 
one of these does it admit to its own wards; on the other day the 
emergencies go to wards 2 and 13 and the Nuffield surgeons treat them there. 
One result of this is an increase in the amount of patient movement between 
wards, e.g. on the day when this information was being assembled, an 
emergency admission was awaiting a vacant bed on the on-take ward 13 which 
was full. The only empty bed was in ward 10 (a Nuffield ward) which would 
not take the patient as it was not on call, although the on call surgeon 
was a Nuffield Clinical assistant. Eventually ward 10 accepted a transfer 
from ward 13 so that ward 13 could admit the emergency. As soon as ward 13 
could vacate another bed it would then have to receive its lodged out 
patient back from ward 10 so that the Nuffield surgeons may have the use of 
the bed for their own patients. On the same day ward 12, full after three 
days of emergency on take, reminded the registrar of this fact to prevent 
an influx of list patients being sent for, for the senior consultants 
operating list. One view of the medical staff, however, is that if they
are unable to produce the required number of operations on the list for 
their chief, they are considered to have failed to do their job. Often 
the senior consultant in question may have many fewer patients than he has 
allocated beds, the remainder of his beds being blocked by emergency 
admissions to other surgeons or lodged out medical or accident patients.
On this occasion, 6 list patients were sent for so that the surgeon would 
have an operating list and the bed crisis was once again in full swing 
with a massive diversion of nursing time and energy, trying to persuade 
their own and other ward doctors, other ward sisters, and unprepared 
patients and relatives to make the necessary arrangements for unexpected 
discharges or transfers. The pharmacy becomes involved because drug 
prescriptions are required for patients going home, and last minute, or 
after closing time requests give rise to frequent ill feeling and bad 
service. In addition, ambulances are sent for and doctors are sought to 
write prescriptions, but often the doctors are in theatre when the 
ambulances arrive and the patients are unable to go.
This sort of situation can arise unwittingly because beds are filled by 
emergency admissions after the list cases are sent for, but in any event, 
pressure is maintained from the Board of Governors to keep the 
waiting lists down and it is at the point of delivery, that is,the patients 
and ward staff, that the effects of the pressure are most seriously felt.
The end result of the example quoted was of one male patient furiously 
taking his own discharge after several hours of waiting for a bed, the 
nursing officer trying to calm a tearful staff nurse, and the remaining 5 
patients were finally all accommodated approximately twelve hours after 
their time of arrival at the hospital.
Although each ward has major operation days for its senior consultant, the 
number of surgeons plus the method of admitting, means that most of the 
wards have operation patients every day. On the "overflow” ward, in 
addition to the operations, the sister there tends to get the end of the 
consultant medical round of any team in the hospital which has a patient 
there. This can be at any time on any day and if, as happened during the 
week in question, this involves a patient from the Professorial Unit, the 
ward can be blocked for two hours by the Professor and retinue of up to fifty 
staff visiting only one or two patients. Whereas in his own unit, other 
medically orientated activities are suspended during such a round, on this 
ward, the main activities must attempt to continue e.g. theatre patients,
admissions, discharges, examinations, treatment, etc.
The Nuffield Department of Surgery, which has its own theatre suite treats 
day cases and undertakes out-patient surgery most days. These patients 
are additional to the ward beds and theatre lists. The facilities are 
considered adequate because there are recovery room beds in the war’d areas, 
but the patients are the responsibility of the ward nursing staff.
Although theoretically hernia patients are regarded as day surgery, the 
Sister tries to keep them overnight if there are any vacant ward beds.^
The out-patient lists are mostly varicose vein injections. The remaining 
surgical wards do only occasional day surgery or examinations. These 
patients use ward beds and for the most part are only treated if there is
a vacant bed for them rather than using the bed of an up patient, but this
does not always happen.
Until a year ago, the surgical unit also included a 22 bed ward in a 
separate ward block which was primarily for cardio thoracic surgery; A 
four-bed bay on this ward was.staffed as part of the main ward but used 
for intensive care surgery or medical patients on ventilators and this 
was described as the respiratory bed unit. Cardio thoracic surgery was 
suspended, however, owing to inadequate nursing staff cover and although 
at the time this was viewed as a very short term expedient, the ward has 
remained closed. The 16 main ward beds have been used in rotation by 
different wards undergoing decorating and upgrading. The four bed bay has 
remained open and been redesignated as an Intensive Therapy Unit and 
because of difficulties connected with the administration of such a unit^ 
has been made the direct responsibility of the SNO for Area II. It is
therefore grouped with the theatre unit in this analysis.
The Specialty Unit consists of 132 beds in 5 wards with 7 sisters. The 
floor plan is given in Fig. 4.5 and other relevant information in Tables 
4.10 to 4.12. The wards are in four different areas, three of which are 
adjacent to each other and the fourth in the medical unit. Three of these 
wards were completed in the 1930s and a fifth in 1957. Only one dates 
back to the last century and this was modernised and extended in 1938.
All are different in size, layout and facilities, perform different 
functions and have patients of both sexes. All have the added complica­
tion for nursing services of fragmented nursing areas of different sizes 
in each ward.
Fig- 4.5 Floor plan of Specialities Unit
1 FIRST FLOOR NEUROSURGERY 
GROUND FLOOR PAED. MEDICAL
3) FIRST FLOOR PAED. SURGICAL
4 GROUND FLOOR ENT
5 THIRD FLOOR PRIVATE & STAFF
6 THIRD FLOOR NURSING OFFICER
SCALE 1” - 75’
TABLE 4.10 TYPE OF PATIENT AND DIVISION OF NURSING AREAS IN SPECIALTIES UNIT
LOCATION SPECIALTY BEDS IN MAIN WARD
BEDS IN 
OTHER AREAS
TOTAL
BEDS COMMENTS
1st Floor(1938) 14 Neuro Surgery 3 x 4  
bed bays
9 single 21
Gr. Floor)Male 6 
1890 & )Female 
1938 )Children
 ^ Ear, Nose 
 ^ and Throat-
2x4 bed bays 
2x4 "
9 beds 2x6 
beds
4 single 
4
)
>45 ) '
)
Gr. Floor) 1936 8 
). Medical/ 11
4x1 bed 
1x4 bed 23
) / 2x2 bed
)
)
1st Floor ) 1 9
Paediatric
\
Surgical 9
1x4 bed- 
1x4 inc. 
.6x1 bed
23
1x4 bed 
special 
care 
staffed
2nd Floor(1957) 16 Private and staffed -
12x1 bed 
private 
8 staff
20
separately
TABLE 4.11 PATIENT AND VISITOR FACILITIES IN THE SPECIALITIES UNIT
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TABLE 4.12 STAFF ACCOMMODATION AND FACILITIES IN THE SPECIALTIES UNIT
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Staff facilities are virtually the same as for the medical and surgical 
units apart from the neurological ward in which the staff cloakroom is the 
only one in the hospital to have adequate locker and shower facilities.
The paediatric medical ward has no staff cloakroom at all. Visiting is 
mostly open and parents who wish to stay at the hospital with their 
children can normally be accommodated in the nurses home.
The nursing staff avilable is analysed in Table 4.13.
The private ard staff ward has only recently stopped having student and 
pupil nurses and is now staffed mainly by agency staff nurses of whom two 
are employed for night duty only. Night duty cover in the remaining wards 
is by means of internal rotation of student nurses. The two paediatric 
wards also have permanent night duty auxiliaries. The cover ,on any one 
night is likely to be 1 staff nurse, 1 student and 1 auxiliary or 1 staff 
nurse and two students. Part of the paediatric surgery ward is a special 
care unit for the post operative children with its own sister and staff 
nurses and night nurse. The ENT and Neuro ward have three students on at 
night.
TABLE 4.13 NURSING, CLERICAL AND DOMESTIC ESTABLISHMENT IN THE SPECIALTIES UNIT
LOCATION SISTER STAFFNURSE
ENROLLED
NURSE
STUDENT 
& PUPIL AUX ' OTHER CLERK DOMESTIC
FULL TIME 14 1 4 _ 10 2 M 2 Maids
PART TIME - 1 1 - 1 - 1
FULL TIME 6 2 2 - 10 - - - 2 Maids
PART TIME *“ 4 — — j 2 — 2
FULL TIME g 2 5 1 12 3 2 permanent 2 Maids
Night Nurses
PART TIME - - - - - 1 Play Lady
FULL TIME 9
PART TIME
1 5
1 1
12
2 2 permanent Night Aux.
-
2 Maids -
PAED SURG i 4 1 Night-SPECIAL CARE Nurse
FULL TIME 1 1 8 Agency — 1 Housekeeper16 Staff N. 1 Deputy
PART TIME + 2 Night 1 3 Assistants
The medical staff is analysed in Table 4.14.
TABLE 4.14 MEDICAL STAFF IN SPECIALTIES UNIT
LOCATION CONSULTANTS SEN REGISTRARS REGISTRARS SHO's- JHO
14 2 1 1 2 -
6 2 2 2 2 -
8 2 1 - 2 2
9 +Main Surg Teams
16 All - - - -
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The second consultant for the neurosurgery department is responsible for 
care of head injuries and as many of these patients are on the accident 
rather than the specialties unit, the neurosurgery ward represents only a 
small part of his work in practise. The two paediatric consultants are 
responsible for the childrens wards but the surgery is done by several of 
the main surgical teams which involve nine consultants including accident 
and plastic surgery. Only one of these has special responsibility for 
paediatric surgery and this is a fairly recent appointment. The ENT 
medical staff are responsible for the whole of the ENT block. The private 
ward has no medical staff of its own apart from one doctor responsible for 
the staff sick bay.
All of these wards are on take every day for their own emergency 
admissions. The neurosurgery ward and paediatric department have main 
consultant rounds once a week and registrar rounds every day. The 
organisation of the paediatric wards will inevitably become more complex 
with the arrival of a new Professor of Paediatrics, not yet appointed. It 
is already problematical both for medical staff and nurse training as the 
department includes paediatric wards in the Churchill Hospital and 
neonatal care in the Radcliffe and Churchill Hospital Maternity units.
This will, by next year, extend to the new site, and will split the 
paediatric service into three different hospitals. The paediatric surgery 
ward has the added complexity of numerous different surgeons having one or 
two patients and in consequence many more medical rounds. Both paediatric 
and neurosurgery operate every day. The ENT ward has less pressure for 
medical rounds as there are only two consultants and there is in theory 
one consultant round every week but this is very irregular, most of the 
work being done by registrars. It is, however, a very busy ward due to 
the high patient throughput, and has 10 to 15 operation patients every 
week day. The private ward is the lightest. On average it has one 
operation patient per day and patients are visited by their respective 
consultants at any time.
These wards are not generally under the same level of pressure on beds as 
the medical, surgical and accident units. The paediatric medical ward has 
the greatest problems in this respect and often has to discharge children 
at short notice, sometimes in the evenings. The paediatric surgery ward 
has a faster throughput of patients because for the most part they can be
looked after at home fairly soon after surgery, so that although it is busy, 
it does not have a problem of shortage of beds. In addition, special care 
children are nursed in a special care bay in the paediatric department.
Both these areas can make very heavy demands on nursing staff. The 
neurological department does not usually take lodged out patients from 
other wards but it does admit patients from other hospitals for treatment 
and then transfer them back for convalesence. Most of the discharges are 
planned rather than emergency arrangements.
The ENT department includes its own operating theatre on the ground floor 
and outpatient department on the first floor both of which have separate 
nursing establishments. The ward area is extremely difficult to organise 
for two main reasons. One is that it is made up of two very old wards off 
the main corridor joined across by a third to form three sides of a square 
with the operating theatre in the centre. The men's and women's wards are 
in the main parts of the two old wards and the children’s wards are in 
three separate areas, one at each far end of the adult wards and one in the 
adjoining centre ward, adjacent to the theatre. The nursing staff would 
like the children in one area but have so far not been able to reach 
agreement with medical staff on this. The close proximity of the theatre 
and the location of theatre changing rooms results in constant theatre 
traffic through the ward areas during the daily operating sessions and the 
division of male, female, and child patients means that there are post 
operative patients in need of observation and attention on all sides of the 
building on any week day. Secondly, the very short length of stay combined 
with the nursing rotas precludes the development of any meaningful staff- 
patient rapport or continuity of care. Another factor which affects ENT is 
that owing to its lack of patients at weekends, it tends to get a high 
turnover of non ENT emergency patients or lodged out patients from other 
wards on Saturday and Sunday. This is as distressing for the patients as 
it is disrupting for the staff. For example, on the weekend preceding this 
interview with the nursing officer, a 70 year old patient with myocardial 
infarction had been admitted there during the evening because he had been 
waiting for some time and no bed had been found elsewhere; one hour after 
admission, a bed was vacated on a medical ward and the patient had to be 
put on a trolley once more and taken through the hospital to a medical ward 
at a very late hour in the evening.
The private ward, opened in 1957, is the most modern building in the unit, 
being the top floor of the Nuffield department of Medicine. Apart from one 
enrolled nurse, all the nurses are State Registered and it is also the only 
ward in the unit to have a housekeeping team. The office of the unit NO is 
undoubtedly the most pleasant of all the nursing officers accommodation.
It is also the only one in the main hospital situated within a part of the 
unit. The private ward is, however, far removed from the rest of the 
specialty unit and the nursing officers location is therefore very 
inconvenient.
The Bye Hospital Unit in some ways resembles the ENT department in that it 
has its own outpatients department and operating theatre and has 52 beds 
for male and female patients and children. It has, however, developed as 
an independent hospital situated on the Radcliffe site but in a separate 
building. The UOH group training school does not include the eye depart­
ment which has its- own students recruited independently to train for the 
ophthalmic nursing diploma. These students work only in the eye hospital 
and the general nursing students do not work there. Prior to the 
implementation of the Salmon structure it had its own Matron who was 
nominally responsible to the Radcliffe Matron for the running of the whole 
area, including the nurse training, but was in effect largely independent. 
In the new nursing organisation, the Eye Hospital matron became a unit NO 
responsible to the Area I SNO, and the Eye Hospital theatre became part of 
the Radcliffe Theatre unit with a separate NO responsible to the Area XI 
SNO. The nurse training remained the responsibility of the Eye Hospital NO.
The building was opened as the Radcliffe Fever Block in 1877 and became the 
Oxford Eye Hospital in 1894. It has never undergone any major rebuilding 
but has been gradually extended and upgraded according to availability of 
finances. The outpatient departments and ophthalmic technicians clinic 
constitute the main part of the ground floor and the ward areas make up a 
four sided first floor block overlooking the outpatient department which 
forms the single .storey centre of the quadrangle. An additional two storey 
wing projects outwards from one corner of the quadrangle and contains 
private patient and staff accommodation. A further two storey annexe 
projects from this side of the quadrangle and contains the theatre suite on 
the ground floor and isolation unit on the first floor. The wards were 
originally organised separately but have during the past few years been
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reorganised and are now run as one nursing floor. The private wing is 
closed chiefly because of difficulty of nursing supervision. It is now 
used as staff sitting rooms and offices, a doctor's flat, and overnight 
accommodation for relatives from the Eye Hospital and the Radcliffe. The 
isolation block is now used as doctors' offices and consulting rooms. It 
is hoped that it may become a very small Private Patient Block for which 
nursing supervision would be much easier both from the point of view of 
size and location.
The men’s and women's ward areas form two opposite sides of the quadrangle 
and the children's area forms half of the third side. The remainder of 
this side and the whole of the fourth side are referred to as interchange 
bays for men, women or children depending on the numbers of each. The 
nursing staff find this a much happier arrangement than the previous one of 
separate wards. Progress in the treatment of ophthalmic patients in recent 
years has reduced the length of stay dramatically so that bed occupancy is 
very low. Patients are occasionally lodged out from the main hospital but 
this tends to be a last resort because of the inconvenience of the distance 
between the two. Tables 4.15 to 4.19 give details of staffing and 
facilities in the Eye Hospital.
TABLE 4.15 DIVISION OF NURSING AREAS ON WARD FLOOR IN THE EYE HOSPITAL
BEDS EN MAIN WARD BEDS' IN OTHER AREAS TOTAL COMMENTS •
Private Wing - 4 x 1  bed 1 x 2  bed 6 Closed
Isolation - 2 x 1  bed 2 Closed
Mens Area 12
x 4 
x 6
bed
bed
bay
bays - 16
" Interchange 11
x 2 
x 3
bed
bed
bay
bay - 5
Womens Area 2 x 6 bed bays - 12
’* Interchang a 1 ' 1
x 2 
x 1
bed
bed
bay
bay - 3
Children 62
cots
beds - 8
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TABLE 4.17 STAFF ACCOMMODATION AND FACILITIES IN THE EYE HOSPITAL
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In addition to the facilities tabulated in Tables 4.15 to 4.17, there is a
large changing and locker room on the ground floor for all staff and the
temporary closure of the private wing has created ample space for both 
nursing and medical staff for additional coffee rooms, offices and seminar 
rooms. The structure of the ward areas is, however, very difficult for 
observation of patients many of whom are blind or only partially sighted.
The nursing staff available is analysed in,Tables 4.18 and 4.19.
TABLE 4.18 NURSING AND DOMESTIC STAFF FOR WARD FLOOR IN THE EYE HOSPITAL
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TABLE 4.19 OTHER NURSING STAFF IN THE EYE HOSPITAL
SISTERS STAFFNURSES OTHERS
OUT PATIENTS & CASUALTIES 1 2 3 Auxiliaries 1 Student
THEATRE 1 2 3 Aux. or Students
RELIEF AND CLINICAL 1INSTRUCTOR
The department has separate night and day staff. Normal night duty cover 
is of one sister or staff nurse and three auxiliaries. The OND/auxiliary 
term applies to nurses who are qualified ophthalmic nurses waiting to 
commence: general training. There is no ward clerk; all clerical work to 
do with admission and discharge of patients is done by a nursing auxiliary
The medical staff consist of 3 consultants, 1 lecturer, 2 senior 
registrars and 1 registrar and cover the whole of the work of the Eye 
Hospital. There are 2 day-cases. The night nursing staff also cover the 
theatre for emergency surgery to casualties. There are two consultant 
rounds per week and registrar rounds most days in addition to evening 
visits to most patients by consultants prior to operation. There are no 
medical staff offices. Each consultant has a large consulting room with 
very antiquated furnishing and decor and portable screens to divide the 
areas into two so that a registrar can see patients at one end of the • 
room while the consultant work at the other end. The NO has a small
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office situated in a reasonably central position on the ground floor of " 
the building and this together with the nurse lecture room and medical 
secretary’s office, completes the accommodation in the unit.
AREA II
The Accident Unit consist is of 68 beds in 3 wards with 3 sisters, the 
accident and emergency reception department with 3 sisters, and the out­
patient department with one sister. There are also a plaster room sister 
working in the accident department, an X-ray sister and nurses working ,in 
the adjacent X-ray department and a cardiology department sister also 
adjacent to the X-ray department. The wards are all on the ground floor 
adjacent to each other on opposite sides of the main corridor and comprise 
a female ward of 28 beds, a male ward of 34 beds and an accident intensive 
care unit of 6 beds for male and female patients. The female ward dates 
back to the last-century and the male ward and intensive care unit were 
completed in 1932. The out-patient department is another of the remaining 
19th; century buildings but the accident and emergency department was’ 
rebuilt and completed in 1950. The X-ray and cardiology block were rebuilt 
in 1933 and extended in 1957. All are oh the ground floor. (For plan see 
Fig. 4.6.) Tables 4.20 - 4.24 give details of facilities and staffing in 
the unit.
TABLE 4.20 TYPE OF PATIENT AND DIVISION OF NURSING AREAS IN WARDS OF THE
ACCIDENT UNIT
(
LOCATION WARD BEDS IN MAIN WARD
BEDS IN 
OTHER AREAS
TOTAL
BEDS
Ground Floor 
1888 Female 2x6 bed bays 5 balcony 
3x2 bed bays
2 single 
1x3 beds
28 .
Ground Floor 
1932 Male 8 balcony ~18 ward
1x4 beds 
2x2 beds
34
Ground Floor 
1932
Intensive
Care
6x1 bed 6
Floor plan of the Accident Unit
[I
ALL GROUND FLOOR
1 FEMALE ACCIDENT WARD
2 MALE ACCIDENT WARD
3 INTENSIVE CARE ANNEXE
4 ACCIDENT & EMERGENCY 
RECEPTION
5. X-RAY
6 CARDIOLOGY
7 OUTPATIENTS
8 NURSIN3 OFFICER (OFF STAIR 
CASE BETWEEN GROUND & FIRST 
FLOOR)
SCALE 1" - 75’
TABLE 4.21 PATIENT AND VISITOR FACILITIES IN THE ACCIDENT UNIT
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TABLE 4.22. STAFF ACCOMMODATION AND FACILITIES IN THE ACCIDENT UNIT
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The principal difference between the two main wards is that the male ward 
is much less split up than the female ward and, therefore, easier for 
observation of patients. Originally both wards had balconies which are now 
closed in and used as extensions to the main ward. The intensive care unit, 
although in a separate three storey bock is very closely adjacent to the 
male ward and has a short adjoining corridor of only a few yards and 
numerous shared facilities. The visitor’s sitting room was originally a 
tiny sisters office and has recently been converted and furnished by the- 
League of Friends to provide somewhere other than simply sitting on the 
corridor for relatives of seriously ill accident patients.
TABLE 1+.23 NURSING, CLERICAL AND DOMESTIC ESTABLISHMENT IN THE 
ACCIDENT UNIT
SISTER STAFFNURSE
ENROLLED 
NURSE .
STUDENT 
& PUPIL AUX OTHER CLERK . DOMESTIC'
Female20
FULL TIME 
PART . TIME
1 3
1
1 6-8. h
2
1 Post 
Reg 
Student
1
1
1
3
Housekeeper
Deputy
Assistants
.'Male 4 
FULL TIME 1 b — 8-10 2 1 2 Maids
PART TIME.. - 1 - - 1 - -
Int. Care5 
FULL TIME 1 k 1 - 1 — 1 Maid
PART TIME - - 1 - 2 -
Night duty cover is provided by internal rotation of students on the two 
main wards. The female ward also has a night auxiliary. The average night 
staffing is two students on the male ward and two students and an auxiliary 
on the female ward. The Intensive Care annexe is staffed at night by inter­
nal rotation of its own staff nurses and a student nurse loaned from the 
male ward when needed. The usual cover is of two staff nurses or one staff 
nurse and one student.
TABLE NURSING STAFF FOR NON WARD AREAS
AREA SISTER STAFFNURSE
STUDENT 
&• PUPIL
POST
REG.
STAFF
NURSE
AUX
NURSE
RECEP­
TIONIST
VOLUNTARY
ESCORTS
OUT PATIENTS F/T 
P/T
1 6
2 - - - 6
Several on 
vol. rota 
5 days a 
week
ACCIDENT F/T •; 3 9 12 3 1 -
RECEPTION P/T , k - - - - -
PLASTER F/T 1 - - - - -
ROOM P/T - - - - ■ -
X-RAY F/T 1 2 - - - - -
DEPARTMENT P/T 2 - - 3 - -
CARDIOLOGY F/T 1 - - ~ - - -
In addition to the existing staff an extra post has been created for a 
sister in the accident/emergency reception department so that emergencies 
can be treated by a separate nursing staff from the accident patients. ,
The nursing staff in this area also provide night duty cover. The other 
areas are closed at night.
The medical staff of 3 consultants, 2 senior registrars, 3 registrars and 
5 senior house officers, together with the neuro-surgeon who treats the 
head injury patients, cover the entire accident unit. Dental and plastic ■ 
surgeons from the Churchill Hospital also treat patients in the Accident 
Unit when necessary. The wards are on-take for emergency admissions 
continually and the consultants and registrars have an on-take rota in 
daily rotation. There are two daily senior registrar rounds for head ;'* • 
injuries and other injuries and four consultant rounds per week. There 
are operating lists involving both main wards every afternoon during .the 
week. '
Of the three ward areas, the intensive care annexe is usually full and 
consititutes a very heavy nursing load. The patients are severely injured 
accidents and many who survive the initial post accident period become 
chronic heavily dependent patients until they die or can be transferred. 
The beds of both of the main accident wards are continually under pressure 
and accident patients frequently have to be admitted to any other ward in 
the hospital which can accommodate them. The average age on the male ward 
is lower than on the female ward and the length of stay shorter., The 
nursing load is in consequence heavier on the female ward as it has a high 
proportion of elderly patients with fractured femurs many of whom become 
disorientated during the post operative period. The physiotherapists, 
per sue an intensive rehabilitation policy of early ambulation as soon as 
patients are sufficiently recovered from their operations i.e. within a 
few days of admission, but-their efforts are to some extent defeated by 
the fact that there are virtually no convalescent facilities. Many such 
patients live alone or with an elderly relative and cannot go home until 
they are capable of a high degree of self help. Consequently, the acute 
ward beds remain blocked. The nature of the work load on this ward also 
creates problems for the domestic staff. Because of the pressure on beds 
a large side ward, which would otherwise be a day room has, instead, three 
beds. As a result, chairfast patients have to sit in the ward in between
beds and both nursing attention and ward cleaning, bedmaking, etc. is 
difficult. Because of the additional heavy moving etc. the standard 
housekeeping team of 4 is inadequate and this leads to friction over 
the organisation of nursing and domestic services.
Although the non ward nursing areas were not included in this study, 
they do consume a large proportion of NO.time which is thus diverted away 
from the supervision of ward areas and most of the sisters in post there 
at the time completed questionnaires. The outpatient department has 
undergone a gradual change in nursing staffing over the past two years 
from having the equivalent of 17.5 staff nurses to only 7, plus 6. part 
time nurse receptionists who have moreoclerical responsibilities than ' 
nursing, auxiliaries would have and are, therefore, paid on clerical 
grades. In addition, the League of Friends staff a canteen for light 
refreshments on a voluntary basis and also provide a rota of voluntary 
helpers to direct and escort patients between departments. The greatest 
problems for the nursing staff remain in the handling of lengthy patient 
delays due to medical organisation and transport arrangements. The 
emergency reception area is another problem area for nursing staff which* 
is now thought to be partly due to the need for separate medical as well 
as nursing staff cover and this is currently under discussion.
The Intensive Care Unit is at present treated as a separate area and is 
included here because it is the only in-patient nursing 'area not yet 
discussed. Unlike the remainder, it is not the responsibility of any of 
the NOs; it is the direct responsibility of the SNO of Area II of which 
the Accident and Theatre units are part. This, as explained earlier, is a 
four bed bay at the far end of the closed cardiothoracic. ward and also has 
two adjacent side wards which are used for the doctor on call, or a - 
patient’s relative if accommodation is not available in the nurses’ home. 
Apart from a corridor sited nurses station/sisters office, and a large 
multipurpose room for CSSD, linen store and staff changing, etc. it shares 
facilities with the main ward. The unit was referred to until fairly 
recently as the respiratory unit because the main criterion for admission 
was the need for mechanical ventilation; As the main ward was for cardio 
thoracic surgery the respiratory unit was thus conveniently situated. The 
16 ward beds were then closed and at the same time there was an increasing 
need for special care facilities for patients from other wards. Criteria
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for admission were, therefore, extended and the unit now admits patients 
from any ward whether in need of ventilators or not. Medical administra­
tion remains the joint responsibility of a consultant anaesthetist with a 
team of anaesthetic registrars continually on call together with the 
patients’ own clinicians from any firms who choose to make use of the unit. 
It has a large staff of trained nurses (see Table4.25) some of whom are 
employed as staff nurses for the unit and others v\ho are trained nurses 
gaining part of their experience for the course in anaesthetic nursing.
TABLE 4.25 NURSING STAFF COVER IN THE INTENSIVE CARE UNIT
EMPLOYMENT SISTER STAFF NURSE ANAES. COURSE. AUXILIARY OTHER/-. ;
FULL TIME 1 12 4 1 - - }
PART TIME - - - 1 1
All but the sister and "other" do internal rotation-night duty. Normal 
night cover is 2 or 3 staff nurses depending on the work load. The 
"other" nurse in Table 4.25 is a trained teacher temporarily employed/as 
an auxiliary.prior to deciding whether to .do nurse training. The patients 
also have intensive speech arid physiotherapy. The units place in the 
nursing organisation is at present deliberately held in abeyance pending 
the opening of a new purpose built intensive care unit and theatre block 
later this year. The new unit will accommodate 16 patients and it is 
hoped that it will be possible to close the small special care units at 
present scattered around the hospital and reorganise the nursing staff 
accordingly. The impending change is fraught with difficulties both ip 
recruiting and organising the nursing staff and negotiating the complex 
medical politics. Until this, has been satisfactorily achieved, the unit 
will remain separate from the other nursing units under the control of the 
Senior Nursing Officer.
The. Theatres Unit is made up of five different theatre suites in different 
parts of the Radcliffe each with separate nursing establishments (see .
Fig. 4.7). The Main Theatre block is made up of three theatres on -o 
opposite sides of the main ground floor corridor. One is an upgraded 
building dating back to 1899 and the other two were completed in 1932. -
The ENT Theatre is also-off the ground floor main corridor and was part 
of the extensions to the ENT department in 1937. The neuro-surgery
theatre is on the first floor in a block adjoining the neurosurgical ward 
and was completed in 1938. The Nuffield Department of Surgery Theatre is 
on the top floor of the Nuffield Surgical block over the Nuffield Wards 
and opened in 1957, and tie Eye Theatre is in the Eye Hospital in the 
oldest part of the building. The Theatres Unit also includes the 
Anaesthetic Department which is the base for a post graduate course for 
trained nurses. In addition to working in all the Radcliffe theatres, 
these nurses all go to the Intensive Care Unit and to the Churchill 
Hospit al.
TABLE 4.26 NURSING STAFF IN THEATRES
LOCATION SISTERS STAFF NURSES STUDENTS AUXILIARIES MAESoCOURSE
MAIN
THEATRE
F/T
P/T
7+1 ND 3 + 2 
9
6 2 + 2 ND
ENT
THEATRE F/T 1 4 3 1
NEURO
THEATRE
F/T
P/T
1 2
1
2 1
NUFFIELD
THEATRE F/T 2 3 4
P/T - 1 - 2
EYE
THEATRE
F/T 1 2 3 Eye I-Iospit al St aff
P/T - - -
ANAES.
DEPT* F/T 1 2 - - 18
As Table 4.26 indicates the Main theatre has a permanent night staff of 
one Sister and two Auxiliaries supplemented by day staff in rotation so 
that there is always 1 Sister, .1 Student, and 1 Auxiliary on at night.
Day staff in the other theatres have an "on call” rota system for night 
work. The two extra staff nurses in main theatre are employed as 
auxiliaries but they are registered nurses from overseas gaining 
experience required for British registration. There are no domestic staff 
in the theatres. Nursing staff do all the cleaning. Main theatre and 
Nuffield theatre each have two porters and the other theatres have o n e  each.
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The theatres have presented a difficult problem of unit organisation.
Each functions independently with*its own system of procedures, deployment 
of staff, purchasing of equipment, composition of sterile packs, etc. The 
unit NO originally attempted to diminish some of the differences in the 
interests of better staff deployment as the present system makes inter- 
changability between heavily weighted trained nurse establishments 
virtually impossible. This has, however, been resisted by the surgeons 
and the situation in main theatre, the most extravagant of all in use of 
trained staff, has proved particularly insuperable. It has serious . ~
implications for student nurses. With 7 Sisters plus several Staff nurses 
all under one roof, the students get very few opportunities of gaining 
experience in actually assisting with the cases; instead they tend to 
complain that most of their time is spent in ancillary rooms doing non 
nursing tasks and this theatre is unpopular with staff nurses for the same 
reason. The situation is further complicated by the fact that the Theatre 
Superintendent, with many years.of experience in this post, has tradition­
ally held, the most senior of all the theatre nursing posts and this is now 
subordinated to the Theatre Nursing Officer. The NO office is a disused 
side ward in the closed surgical ward on the second floor of the block and 
like most of the others, physically separated from any part of the. theatre 
unit. Like the intensive care unit, the main theatre will be transferred 
to the new building later this year and the completely new arrangement/of 
theatres and facilities will require a different me thod, of deployment of 
sisters in the block which it is hoped will solve many of the present 
difficulties.
AREA III NIGHT DUTY COVER
In addition to the nursing organisation outlined in the preceding 
paragraphs night duty cover for the whole hospital is provided by 10 night 
sisters, 1 NO and 1 SNO. The night sisters are allocated one to each 
nursing unit in a rotating system determined partly by nights off. One 
sister is likely to remain on one unit for a whole spell of duty and then 
to be moved to another after returning from nights off. The Area 1, Area 
II, and night duty SNOs are responsible directly to the PNO. These, 
together with the general administrative sister, also responsible to the 
PNO, complete the hierarchy of the Radcliffe Infirmary nursing organisation.
The contents of this' chapter have been elaborated in detail because L 
they highlight some of the major'1 difficulties which confront nursing 
staff at all levels in the organisation. - A hospital such as the 
Radcliffe Infirmary clearly does not lend itself to the effective imple-: 
mentation of a Salmon-type nursing organisation. The geography of the r 
site renders the concept of unit management exceedingly difficult to implement. 
The inability of the administration to negotiate moderately convenient 
and adequate office accommodation for the nursing officers exacerbates 
this difficulty. For the nursing staff within the wards and depart- - »■
ments the age and layout of the buildings and inadequacy of facilities 
are equally unconducive to the maintenance of high commitment and per­
formance. The entire range of problems is however overshadowed by the 
predominant problem of pressure on beds and the apparent inability of the 
medical organisation to improve its management of this situation. The 
evidence of this chapter suggests that the high patient turnover is 
sustained by means of a routine of emergency discharge. There Is little 
doubt that the nursing staff carry the major part of the brunt in sup- 
porting this work load and the evidence of later chapters corroborates 
this conclusion. If in such circumstances the nursing performance is > - 
found wanting, these factors must surely bear a substantial part of 
the responsibility for the situation.
THE SERVICE EVALUATED BY NURSING ADMINISTRATION / ' • CHAPTER 5
AND NIGHT SISTERS
As part of the initial process of selecting wards for study, Nursing 
Administrators and Night Sisters were asked to complete questionnaires 
covering the same basic data as that of the student and pupil nurses.
The purpose was to discover whether the senior nursing staff replies 
corresponded with those of the student and pupil nurses and if they did 
not, to identify reasons for the difference. Construction of the 
questionnaires is explained in Chapter 8 and a copy of the Senior Nursing 
Staff adaptation is included as Appendix 1. ■ -
1. Survey Material Questionnaires were sent to the ten Nursing 
Administrators on day duty and to the SNO (night duty) and ten night 
sisters. All but 3 night sisters returned wholly or partly completed 
questionnaires and the resulting data were subsequently complemented by 
unstructured interviews with all grades in the nursing administration, 
this latter stage being a substitute for the original plan of interviews 
with staff on selected wards. A lapse of several months therefore 
occurred between the circulation of the questionnaires and the interviews. 
During this time the changes in post outlined at the beginning of this 
chapter had taken place so that some of the interviewees were not the 
questionnaire respondents. Although the break in continuity was undesir­
able, it had the advantage that both SNOs had been promoted from. NO grade 
and were able to draw useful comparisons. ' The analysis of night sister 
questionnaires fits conveniently into that of the nursing administration 
(although there are very obvious differences between the two groups) and 
is presented in the following paragraphs.
As already stated 3 night sisters did not reply despite two reminder 
letters and one of these eventually wrote a strongly worded refusal to be 
involved and a demand to be left alone. (This incidentally reflected 
almost exactly the tenor of junior medical staff refusals to participate 
in the study.) During the preliminary discussion, the research officer 
became known to several of the members of the nursing administration and 
observed a strong tendency to adopt protective and defensive attitudes 
whenever the converstaion touched on nursing problems. As in the 
discussions with the sisters, the expenditure of large amounts of money on 
management consultants and clinical research was bitterly criticised on
more than one occasion and this was allied with a deep sense of injustice 
over what was seen as more or less permanent criticism of the nursing 
staff whereby nurses were blamed for everything that appeared to be wrong 
with the hospital. This situation seemed to be associated with an un­
avoidable ambivalence and conflict of loyalties. Frank comments on 
questionnaires may suggest a betrayal of their responsibility to 
colleagues and the nursing service in general. In the course of 
conversation, however, no less than 5 individuals at different times 
e^ressed satisfaction that the research was being carried out by a 
nurse of comparable age and experience with themselves and were envious 
of the opportunity to do something which they saw as an essential and 
satisfying senior nursing function.
On the whole, however, the nursing administration, as will be seen later, 
had less opportunity to gain detailed knowledge of ward problems than did 
the night sisters. One of the latter pointed out in a covering letter 
that the night sisters were unhappy at being grouped with nursing admin­
istration for the purpose of this survey as they were not administrators 
but nurses involved in the practical situation of running the wards.
This, together with the non replies, again emphasised the need for 
personal contact. These points had been discussed in detail but it had 
been accepted 011 the advice of the PNO that the night sisters could not be 
met in person. It would have entailed asking them to come early one even­
ing or stay late one morning rather than take up valuable time during their 
period on duty which it was thought, would have been an unreasonable 
request. Consequently it was decided to communicate with them via the PNO 
and the SNO (night duty). The letters from the night sisters demonstrated 
the inadequacy of the approach which on hindsight was bound to be unsatis- 
factory, partly because of the poor relationships between some of the day 
and night staff. A direct approach should have been made to the SNO on 
night duty. The comments of the night sisters on the questionnaires were, 
however, probably less inhibited but also less pre-occupied with the more 
senior management objectives of the nursing administration and additionally, 
were based on better working knowledge of the clinical areas and close 
identification with more junior staff. Several had trained at the UOH and 
were recent ex-staff nurses, the post of junior night sister being a 
common first step on the promotion ladder.
117
Length of Service in Hospital Post. The length of service in the 
hospital for both groups ranged from 1 to 10 years, and in their present 
post, from <1 to 10 years for nursing administration, and from less than
$1 to 3 years for night sisters. None of the respondents above the level i
of nursing officer on day or night duty had held previous posts in the i
hospital. Five night sisters had been staff nurses in the hospital and j
. Isix nursing officer had been day sisters there. Two of the nursing j
officers had also held night sister posts in the hospital. The analysis j‘ 'I
is set out in detail in the following Tables 5.1 to 5.3. \
TABLE 5.1 Analysis of length of time spent in hospital and in present 
post by nursing administrative staff.
PERIOD
IN HOSPITAL IN PRESENT POST
PNO SNO AS NO NS PNO SNO AS NO . NS
< 6/12 - - - - - _ - — - 4
6/12 - 1 year - - - - - - - - 1 -
1- - 1 - - 2 - 1 ~ 4 2
2- 1 2 1 - 3 1 2 1 - -
5- - - - 1 1 - - - 1 -
10+ - - - 5 - - - - - -
TOTAL 1 3 1 6 6 1 3 1 6 6
AS = Administrative Sister, NS = Night Sister 
TABLE 5.2 Previous posts in hospital held by nursing administrative staff.
Grade Number Posts Held
PNO 1 None
SNO 3 None
AS 1 None
NO 3 2 Sisters posts
3 1 " "
NS 4 Staff Nurse and Student Nurse
1 Staff Nurse
1 None
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TABLE 5.3 Promotion preferences of nursing administrative staff.
* Promotion 
Preference
Nursing Administration Night St aff
PNO SNO AS NO SNO NS
1 _ — 1 1 _ _
2 _ - - 1 1 6
3 - 1 - _ - -
4 1 1 - 1 - -
5 - _ 1 -
6 - _ - 1 - -
7 - - - 1 - -
TOTAL 1 2 1 6 1 6
1 Content to remain in present post indefinitely
2 Accept promotion here
3 Prefer similar post elsewhere
4 Prefer promotion elsewhere
5 Don’t know
6 Depends on opportunities which arise
7 Prefer similar or promotion elsewhere
In summary it can be said that the overall nursing experience of the 
night sisters was considerably less than that of the nursing administra­
tion but the UOH experience'of the latter group at the two senior levels 
was by comparison with all other respondents relatively short and confined 
to experience in the senior posts they held. In reply to the question on 
promotion, the entire night staff and only one nursing officer would prefer 
promotion in the Radcliffe Infirmary. Two other NOs would prefer to remain 
in their present posts indefinitely and the remainder were undecided or 
would prefer to move elsewhere. Shortly after the survey the 2 SNO posts 
on day duty were vacated and filled by 2 NOs neither of whom had 
specifically preferred promotion in the hospital. The night duty SNO who 
had done so was later appointed to a PNO post in a larger teaching hospital 
group.
3. Areas of Authority. For the smoother operation of the Salmon admini­
strative system, every level is dependent on the "acting up" principle 
whereby the function of any individual is maintained in her absence by an 
officer of the grade below with special responsibility and financial 
recognition for this. Lines of authority would thus be clarified and 
maintained and experience provided for potential aspirants to the various 
grades. Such potential might alsothen be evaluated by senior officers,and 
selection and career advice improved accordingly. Replies to the question 
on areas of responsibility revealed that "acting up" was not in fact
practised. One SNO and 5 NOs were required to supervise other units or 
areas in the absence of appropriate officers. Cover was provided by the 
night sisters on a rotating system and although each,sister knew one unit 
better than the remainder, all were liable to be allocated to other units 
as the need arose. The change over from one unit to another took place on 
return from nights off.
4* Response to questions on work load and care. As. with the student 
nurses, there were 6 questions relating to wards but with slightly . 
different wording in view of the different function and position in the 
hierarchy, i.e. - whereas with student nurses the question was "To which 
ward would you be most happy to return?” the nurse administrators and 
night sisters were asked ''With which ward do you find the best working 
relationship?". The wording of questions on discipline and care was un­
changed. The analysis of these questions revealed differing styles of 
response between the two groups. Unlike the students who tended, to 
specify one ward only regardless of whether they had worked there or not, 
some of the senior nursing staff were more likely to nominate several 
wards in reply to one question. Alternatively, they were likely to avoid 
selection of a ward and simply reply "all", "none", "don't know” , or leave 
the provided space blank. Their replies are, therefore, grouped under 
three headings of:-
S single choice, M = multiple choice, N = non selective. In 
addition to these questions the senior nursing staff were asked 4 quest ions 
on the work load of wards giving a total of 160 replies to the 10 
questions from 16 respondents.
The response level varied both between Nursing Administration (NA) and 
Night Sisters (NS) and between questions on relationships, discipline, 
care (RDC) and questions on work load(WL). Table 5.4 gives the percentage 
replies to the two sets of questions from the two groups of respondents 
under the three headings already described.
TABLE 5.4 Percentage replies to ten questions.
% response to:- S M N
All 10 questions 57.6 22.2 22.2
WL 62.5 26.5 11.0
RCD 54.1 17.5 28.4
NA to WL questions 75.00 12.5 12.5
NS to WL questions . 5,O.vO0 43.0 7.0
NA to RCD questions 61.00 18.5 20.5
NS to RCD questions 54.7 14.4 " 30.9
It can be seen that overall WL yielded a better response than ROD but even 
so, in only slightly less than two-thirds of the total were respondents 
able to be specific in their replies. For RCD the percentage was even 
lower and almost one-third of the replies were non-selective. The nursing 
administration response was better for both sets of questions than the 
night sister response. Although the night sisters selective percentage 
was lowest of all for WL, their multiple choice percentage was almost as 
great as single choice replies and for RCD the non-selection percentage 
for night sisters was nearly a third of the total.
Table 5.5 gives the percentage response from both groups to individual 
questions.
TABLE 5.5 Percentage response from NA and NS to individual questions on 
work load, relationships, care and discipline.
% Response to:-
NA NS
S
%
M
%
N
%
S
%
M
%
N
%
Best Relationships 44(4) 44(4) 12(1) 28(2) 44(3) 28(2)
Best Care 66(6) 22(2) 12(1) 56(4) 0(0) 44(3)
Strict Discipline 77(7) 12(1) 12(1) 68(5) 0(0) 28(2)
Worst Relationships 55(5) 22(2) 29(2) 56(4) 28(2) 16(1)
Least Care 44(4) 12(1) 44(4) 16(1) 16(1) 68(5)
Least Discipline 77(7) 0 22(2) 44(3) 16(1) 44 ( 3 )
Heaviest Workload 55(5) 30(3) 12(1) 44(3) 44(3) 16(1)
Lightest Workload 66(6) 12(1) 22(2) 68(5) 16(1) 16(1)
Greatest Fluctuation WL 77(7) 12(1) 11(1) 44(3) 56(4) 0(0)
Least Fluctuation WL 88(8) 0 12(1) 56(4) 28(2) 16(1)
S = Single Choice M = Multiple Choice N = Non Selective
(Figures in brackets denote actual numbers.)
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5. Replies to work load questions. As the 6 NOs were responsible for 
different units their replies varied widely. In only one or two instances 
did they select wards from outside their own units but these were 
exceptions. The important consideration therefore is the extent to which 
opinions on different questions are corroborated at different levels of 
the structure. Such corroboration was not often evinced as Fig. 5.1 
illustrates. The dotted lines show the only three instances of agreement 
between grades in the nursing administration.
Fig. 5.1 Response of nursing administration to questions on work load.
(Numbers in boxes denote ward or department selected.)
PNO
NO(l)
*E
A
/
/  C 
D
1 1 , 20v
15
2, 19
14
SNO I
Wards selected as:-
A = Heaviest workload 
B = Lightest workload 
C = Greatest fluctuation 
D = Least fluctuation 
E = Sections in each unit
SNO II
11
17
10
NO(2)
29
41
50
20
NO(3) NO(4)
don * t 
know 12 14, 8
don ’ t 
know
not
stated 6, 16
21 15 . 6 - -
18 19 14 ‘
1 2 6
3 7 8
11 10 9
17 12 14
18 13 15
21 19 16
N0(5 )
/ 40
40
40
40
1, 20
don' t 
know
don* t 
know
40
40
40
* See explanatory note - next page.
NO(6) 
 1
50
43
43
20
29
51
52
53
54
55
41
42
43
50
*The section numbers given cover the whole of each unit including theatres and 
departments as opposed to wards only. All but the first three sections in 
unit 5 and the whole of unit 6 are in fact theatres and departments and are 
shown on the diagram because some of the respondents selected them despite 
the fact that the questions specifically requested opinions on ward work 
load. The opinions of the night sisters are tabulated in Fig. 5.2.
SNO
A Variable
B Variable
C 4, 5, 20
D Unit 1
(Figures in boxes denote ward or department selected.)
Sister
14, 20
15
7, 10 
20
Sister
1, 18
not
stated
Si ster
21
Sister
21, 20
7, 10
8, 9
6, 14
10
20
Sister
20
20
Inspection of the diagrajn shows that on the whole the night staff replies 
reflected a greater tendency towards multiple choice replies than did the 
nursing administration. Of the four questions they were most specific on 
lightest work load and least specific on both heaviest and greatest 
fluctuation in work load. The PNO replies followed the same pattern but 
the 3 SNOs on day and night duty represented opposite extremes and all 
three sets of replies were different, e.g. - the night duty SNO would name 
no single ward under any heading but thought that all accident wards had 
greatly fluctuating work loads and medical wards the reverse. Both day 
duty SNOs answered every question with a singie nomination and only 2 
nursing officers and 3 night sisters did likewise. Of the latter, however, 
2 gave identical replies to every question and it seems very unlikely that 
these could have been independent opinions. In addition, a SNO and NO on 
day duty selected departments rather than wards and these nominations were 
not relevant to the analysis. Three of the 6 day duty NOs included "don’t 
know*1 or"not stated" in their replies. Table 5.6 gives the total nomina­
tions for each .ward by unit regardless of whether the nomination was part 
of a multiple choice reply.
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TABLE 5.6 Nominations by Nursing Administration and Night Sisters
of wards with heaviest and lightest work load and greatest 
and least fluctuation in work load.
UNIT
HEAVIEST LIGHTEST GREATESTFLUCTUATION
LEAST
FLUCTUATION
ALL NA NS ALL NA NS ALL NA NS ALL NA* NS
MEDICAL
1 2 1 1 - - - -- - - 2 - 2
3 - - - - _ - - - - 1 - 1
11* 2 2 - - - - - - - 1 - 1
17 - - - - _ - 1 1 - 1 - 1
18 1 - 1 - - _ - - - 2 1 1
21 2 - 2 - - - 1 1 - 1 - 1
SURGICAL
2 - - - 2 1 1 1 - 1 - _ _
7 - - - 2 1 1 1 - 1 - - -
10 - - - 3 - 3 1 - 1 1 - 1
12 1 - 1 - - - - - - - - -
13 - ~ - - - - - - - - - -
19 - - - - - - 1 1 - 1 1 -
SPECIALTIES
6 2 1 1 3 2 1 1 1
8 - - - - - - 2 - 2 - - -
9 1 - 1 - - - 2 - 2 - - _
14 2 - 1 - - - - - - 3 2 1
15 - - - 2 1 1 1 1 - - - -
16 - - - 1 1 - - - ~ - - -
ACCIDENT
4 _ „ . 3 3
5 - - - - - 1 - 1 - - -
20 6 2 4 - - - 1 - 1 4 1 3
Don’t Know NS 1 - - 2 - - 1 - - 2 - - -
Mult. Choice 7 - _ 3 - 5 - - 2 - -
Single Choice 8 - - 11 - - 10
6*
- 12 - -
NA = Nursing Administration NS = Night Sister
It can be seen that the medical unit is generally regarded as havingboth,the 
heaviest and least fluctuating in work load. Two other wards reflect the 
same trend of opinion to a greater degree. These are the neurosurgery 
ward and the female accident ward, which had more nominations under these 
two headings than any other ward. In addition, these two wards(14 and 20) 
together with ward 11 in the medical unit accounted for the only agreement 
between grades in the nursing administr.ation on work load questions. There 
were several nominations of surgical wards under the heading of lightest 
work load, mainly for the Nuffield Department of Surgery, and surprisingly, 
only one night sister nomination in the entire surgical unit for heaviest 
work load. The "light" surgical wards also tended to have fluctuating work 
loads. The specialties unit, less surprisingly in view of the varied 
nature of the wards produced a heterogeneous pattern of replies, no two 
wards being alike. The only nominations in the accident wards, other than 
already mentioned, were of the fluctuation in work load on both the male 
ward and the Intensive Care Unit. The findings of this part of the analysis
should be considered in relation to the sister and student nurses analysis 
which indicated that fluctuating work load was the sisters* greatest problem 
and wards 14 and 20 amongst the students least popular because of the pressures.
Generally, however, it seems that the senior nursing staff have no common 
criteria of evaluation concerning work load and their power of control must 
be weakened accordingly. This analysis relates to only 10 nurse admini­
strators and night sisters expressing opinions on 21 wards and the range of 
wards included in reply to the four questions was as follows:-
Heaviest: 8 Lightest: 6 Greatest fluctuation: 13 ' * > v*
Least fluctuation: 11.
In addition, there were only three instances of agreement between the 
different levels of the nursing administration. The first of the three was 
that of the heavy work load of ward 20, a view also expressed by several 
night sisters. The remaining two were less unanimously held and related to 
the heavy work load of ward 11 and the unfluctuating work load of ward 14. 
However, it seems likely that in this situation wards which did evoke a 
limited consensus of opinion did so because they were extreme examples of 
the respective classifications in the questions.
Having examined the response of the senior nursing staff concerning work 
load, the next step was to find out to what extent their views on relation­
ships, care and discipline were associated with each other or with the work 
load. Replies to these questions are shown in Fig. 5.3.
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Fig.5.3 Response of Nursing Administr.ation and Night Sisters to 
questions on Care, Discipline and Relationships. 
(Figures in boxes denote ward or department selected.)
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Unlike the work load replies, there was clearly, as stated earlier, a 
preponderance of non selective replies to this set of questions and 
correspondingly less multiple choice replies. There was, however, slightly 
more agreement between levels of the structure but this was by no means a 
general trend. The total number of nominations for each ward by unit is 
shown in Table 5.7.
V
The range of wards named under each of the headings was as follows:- 
Best relationships: 11 Best care: 6 Strict discipline: 6
Poorest 11 : 8 Least " : 6 Least strict : 5.
None of the 10 respondents named the same ward under each of the three 
headings of good relationships, good care and strict discipline or the 
reverse. Five of of 6 NOs, however, and 3 out of 6 night sisters named the 
same ward for good care as they did for strict discipline. The 2 day duty 
SNOs, however, found best relationships in wards which they regarded as 
having strict discipline but not best care. Only the PNO named the same 
ward for best relationships and best care. There was no instance of the 
same ward being nominated for poorest relationships and care and least- 
strict discipline, and only one instance of worst relationships and care in 
the opinion of a night sister. The PNO and 2 night sisters each named the 
same ward for worst relationships as they did for least strict discipline. 
Two NOs and a night sister did.likewise for their nominations of least care 
and least strict discipline. Thus not only were these replies not highly 
correlated, the absence of any pattern is so complete as to make the 
association between good care and strict discipline on one ward unique.
This is elaborated further in the following examination of the replies. 
Reference is made under each heading to replies of student and pupil 
nurses to similar questions, a complete analysis of which is presented in 
Chapter 8.
Relationships with wards. The medical unit NO experienced best 
working relationships with ward 1 and was the only respondent of the 10 to 
make this selection despite the fact that, as will be seen later, this ward 
was the happiest place of work in the ranking of the students. The remain­
ing 5 NOs selected wards which were unpopular with students. These were 
wards 13, 15, 16, 20 and two departments. The choice of wards 15 and 16 
were supported by the SNO (I) and PNO and the departments by the SNO (II).
TABLE 5.7 Nominations by Nursing Administration and Night Sisters of wards 
with best and worst relationships, best and least care,
and strict and slack discipline.
BEST WORST
UNIT
Relationships Care Discipline, Discipline Care Relationships
ALL NA NS ALL NA NS ALL NA NS ALL NA NS ALL NA MS ALL NA NS
MEDICAL
1
3
11
17
18 
21
1
3
2
0
1
0
1
1
1
2
2
2
0
0
0
6
4
0
3
3
3
1
0
0
0
9
0
0
5 4
0
0
1
0
0
1
• 1 
1
-
0
0
0
0
0
2 1 1
0
0
0
1
0
0
1 -
SURGICAL
2
7
10
12
13
19
0
1
2
0
1
0
1
1
1
1
0
0
1
0
0
0
1 -
0
0
1
1
1
0
1
1
1
4
0
0
0
0
0
3 1 1
0
0
0
0
0
1 1 1
0
0
2
0
0
1
2 -
SPECIALTIES
6
8
9
14
15
16
0
0
1
0
3
3
1
3
3
_
0 
0 
1 
' 0 
0 
1
1
1
-
0
0
1
0
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All 
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Don * t 
know 
Not 
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Administra­tion*
2
2
1 1
2
1
3
1
3
1
2
1
2
2
3
2
3
3
3
3
3
1 2
3
3
1
2 1
1
* One night sister named Nursing Administration in reply to the question "With which 
ward or department do you experience least satisfactory working relationships?".
The 4 night sister replies, selected wards which were preferred by students 
though not excessively so. On the basis of this, a ward which has a good 
rapport with nursing administration is likely to be unhappy for students 
and vice versa. However, when the senior nursing staff nominations of poor 
relationship wards are examined this picture changes slightly. Only 4 of 
the 6 NOs named wards or departments under this heading. Two were high in 
the students’ preferences (wards 8 and 9) and the PNO also named ward 8 
under this heading but the remaining two, wards 17 and 4, were scarcely 
mentioned by students either as most happy or least happy. Two night 
sisters also named ward 4 but 3 others named wards 6 and 15 which were
equally unpopular with the students. At the SNO and PNO level the remain­
ing nominations were ward 12 (a popular student choice) and ward 2 
(unmentioned by students). Thus it seems more accurate to say that night 
sisters are more likely to be similar to the students in their preference
for wards and that the choice of the more senior nursing staff seems likely
to include either wards which the students positively dislike or else are 
relatively indifferent to, rather than the students preferred wards. With 
such a small group of respondents,this is little more than speculation but 
worthy of validation in a future study.
7» Best Care. The replies on care and discipline showed both greater 
consensus within the senior nursing staff and agreement with the opinions 
of the student nurses. The five good care wards of the NOs included, with 
one exception, the best in the student nurses ranking. Thus when the highly 
rated specialist wards are excluded from the group, there emerge 3 general 
adult wards 10, 17 and 18 considered by both student and trained nurses to 
be "best care" wards. All 3 fall within the area of the same SNO who ranked 
ward 18 as the best,and the PNO and one of the 4 night sisters to reply 
held the same view. The medical unit NO, however, in whose unit are both 
wards 17 and 18, named both under the heading of best care and this fact, 
together with the NO nominations from other units and 3 night sister 
nominations all for ward 17 gave the lattter a majority. It therefore 
emerges as the best care ward in the opinion of both students and trained 
staff. As already seen, neither wards 17 or 18 were noted for easy working 
relationships with the senior nursing staff. Ward 18 received only one 
nomination for best relationships and ward 17none but the latter also . 
received one nomination for worst relationships. Ward 10 likewise received 
only one nomination for easy relationships and ward 9 none. Ward 16 was 
the exception with 3 such nominations but the student nurses objected to 
working there despite the good care they thought it achieved.
Reasons for best care. The underlying cause of the sucess in the 
"best care" wards related, with only one exception, to the ability of the 
sister. Of the 6 who rated ward 17 best, one NO was unable to give a 
reason but 2 others attributed its success to the strict discipline and 
to the high standard set by the sister. Three night sisters repeated the 
assertion on discipline primarily, and also to an emphasis on patient 
centred care. In ward 18, three out of 4 respondents placed the sisters 
good organisational ability and emphasis on teaching first. Discipline 
and interest in staff and patients alike were additional reasons. Reasons 
given in relation to other wards were the experience of the sisters on
ward 10, the level of trained staff supervision on ward 8 and the
preponderance of trained staff on ward 16. The single atypical reply to 
this question was in the selection of ward 4 which was said to have a good 
standard of care because of the low average age and the rapid turnover of 
patients.
9. Strictest Discipline. The consensus of opinion in reply to this 
question was, as with the student nurses greater than for any other. Only 
3 of the 10 respondents did not nominate ward 17 under this heading. Two
were NOs who named wards in their own units i.e. ward 9 was the most
strict specialty ward and in the surgical unit the NO replied to an
alternative question in pointing out that good management was evidence of
unseen discipline on the basis of which wards 10, 13 and 15 were named.
Hie only other nomination under this heading was that of ward 12 by a 
night sister.
This again followed the trend of the students for vhom in reply to this 
question ward 12 was rated second to ward 17.
10. Least strict discipline. Only 4 of the 6 NOs nominated wards in
reply to this question. The remaining 2 (in the Eye and Theatre units) 
replied "none". The Surgical unit NO named ward 2 and this view was 
affirmed by a second NO, night sister and the PNO,thus giving ward 2 the 
highest number of nominations under this heading. Unlike the strict 
discipline replies this ranking of ward 2 was not borne out by the students 
(for whom this ward evoked one of the lowest overall response of all and 
only a small minority on slack discipline). Ward 14 was named by the 
specialty unit NO and by one night sister but again, had received a
relatively negligible mention by the students. The remaining NO nomination 
of ward 21 was scarcely mentioned by students and not mentioned by any 
other senior nursing staff. Ward 11, nominated by only one SNO, was also 
low on the students ranking. The only senior nursing staff view running 
contrary to this trend was that of the 3 night sisters who named ward 4, 
a ward which was also named frequently by student nurses as the least 
strict ward. Wards 20, 6 and 13, which recurred so often in the student 
replies to this question, were completely absent from the senior nursing 
staff replies and in one instance (ward 13) appeared under the opposite 
heading. Thus the same broad interpretation may be said to apply as with 
regard to relationships. Different criteria of selection appear to apply 
so that wards which appear to have least strict discipline to student 
nurses in general do not create the same impression with senior nursing 
staff; an inference which applies to all but one ward where, as before, some 
of the night sisters are nearer to the students’ opinions than was the - 
general rule.
11. Least satisfactory standard of care. The replies on this topic also 
differed from those of the reverse question in that there was no comparable 
consensus of opinion on the question. Only 2 NOs answered the question, 
the remaining 4 replying either "none" or "don’t know". Again, one of 
these nominations (ward 21) was the only one for the senior nursing staff 
and in addition, received only occasional nominations by students. The 
specialties NO named ward 6 which was high on the students list of least 
care wards but was not referred to by the remainder of the senior nursing 
staff. Ward 14 was also named by the same NO and the SNO but received 
equal nominations of approval and disapproval by students. Ward 20 was 
nominated only by one SNO and the PNO despite the overwhelmingly high 
level of nominations by students in reply to this question. The only 
other nomination for least care was from a night sister who named both 
the respiratory unit and the coronary care unit.
-1-2 * Reasons for poor care. The response to this question was considerably 
lower than to the question on reasons for good care but despite the small 
number of replies, there was still a recurrence of the view that the answer 
lay in the inadequacy of the sister. This was said to be the cause of poor 
care on ward 21 although the multiplicity of medical staff was a contributory 
factor. The -specialties NO, however, in naming wards 6 and 14 blamed the
difficult layout and old buildings in each case but added that inadequate 
allocation of nurses to cope with the very heavy work load of ward 14 was 
also a cause of poor care. The SNO of this area, however, felt that the 
sister on ward 14 was unable to control the ward or teach the nurses and 
this was the cause of the allegedly poor care. This was also said to be 
the case with regard to ward 2 by a night sister, who also thought the 
sister lacked enthusiasm. Another night sister felt that in the two ‘ 
principal special care areas the emphasis was entirely on machines and 
the patients' needs were forgotten. The two remaining views from the 
most senior levels related to ward 20 in which the PNO felt that the 
standard of care was due to insufficient numbers of nurses to cope with 
the routine work at certain times of the day. The SNO tended to 
emphasise the nature of this requirement by attributing the standard to 
the high proportion of geriatric type patients who required long 
rehabilitation and created a discharge block.
13. Factors which generally present the greatest difficulties in achieving 
a good standard of care in the wards. This question asked which three 
factors in order of importance present the greatest difficulties in 
achieving a good standard of care and all sixteen respondents replied to it. 
Many of the statements were in effect combinations of more than one factor 
and in Table5.8they are grouped under nineteen headings. The first section 
includes eleven headings relating to nursing staff, and the second section, 
eight headings relating to other causes of difficulty.
Clearly difficulties within the nursing service itself were thought to 
create the most problems overall but looked at by individual headings the 
picture changes. Defective supporting services and difficulties with 
medical staff recurred as often as shortage of nurses. Problems arising 
from the rapid patient throughput and the layout of the old buildings were 
also important. Of these principal causes all but one were found equally 
in both the nursing administration and the night sister replies. The 
criticisms of supporting services, however, came entirely from the nursing 
administration who were unanimous on this point. This is not surprising in 
view of the fact that it is the day duty sisters who are heavily dependent 
upon the efficiency of these services rather than the night sisters. The 
volume of comment, however, from the nursing administration emphasises the 
difficulty experienced by the day sisters in this respect and expressed by 
them in the questionnaires. This was the only difficulty which was
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TABLE 5.8 Factors presenting the greatest difficulties in achieving a: 
good standard of care.
Causes Nursing Administr ation
Night
Sisters Total--.
Nursing Staff 
Shortage of staff 4 6 10
Competence of. sisters 1 3 4;
Rapid turnover of staff 2 1 3
Poor deployment of staff 0 2 2
Wrong baJance between trained&styients ! o i
Introduction of SEN’s and Auxiliaries 0 1 i
Poor student nurse training 1 3 4 4
Emphasis on machines and not patients 0 1 1
Poor student nurse attitudes 0 3 3
Poor trained staff attitudes 0 2 2
Strained senior nursing staff 
re 1 a ti on ship s' (especially bet we en 
dav and night staff) .
0 2 2
TOTAL 9 24 33
Other Causes
Inadequate supporting services 
(especially supplies)
10 0 10
Difficulties with medical staff 5 5 10
Rapid patient throughput 4 2 6
Difficult layout of old buildings 2 4 6
Lack of finance for nursing 
equipment 3 1 4
Lack of contact between sisters & 
lay admin. . 0 1 1
Lack of control of housekeeping 
staff 0 1 1
Insufficient occupational therapy 0 1 1
TOTAL 24 15 39
referred to by nursing administration and not night sisters. There were, 
however, 9 comments occurring 14 times in all by night sisters which did 
not appear in the nursing administration replies. Most of these came 
into the section on nursing staff and were in effect implied criticisms 
of policy, attitudes or effectiveness of the more senior nursing staff or 
of the day duty sisters. Two felt that- there was not so much a shortage, 
of nur ses as poor deployment, and others considered the introduction of SEN's 
•enrolled nurses) and nursing auxiliaries a retrograde step. At the same 
time, however, they expressed disapproval of the standard of the student 
nurse training and the use of students as pairs of hands - a reflection 
of the shortage of staff referred to by 6 night sisters and 4 of the 
nursing administration. The night sisters also criticised the lack of 
discipline and lack of respect of student nurses for senior staff-arid 
lack of interest in the patients shown by senior student nurses who in >- 
the words of one night sister "get too interested in machines and forget 
the human being on the other end....they are...apparently disillusioned 
and have very little loyalty towards each other, the ‘hospital, or their 
patients." This last remark was also made in various converstaions in 
which it was asserted that the sickness absence pattern presents a 
particularly difficult problem for night duty cover. The frequent 
addition of one extra night to the offical nights off of individual nurses, 
or failure to arrive for duty oh Friday or Saturday nights when the 
allocation of nurses provides only a skeleton cover, was said to reflect 
the lack of loyalty alleged in the above remark. Thus, "the strain of 
night duty as it stands now is causing the nurses and senior staff to !t 
become very apathetic towards the work they are there to do." Another - 
night sister referred to "the apparent inability of the permanent ward 
staff to promote an active interest in their nurses with the aim of making 
the atmosphere on the ward conducive to learning and enjoyment." Problems 
associated with the layout of the wards were also more apparent in the 
night sister replies than in the nursing administration and 3 night sisters 
complained of lack of co-operation between night staff and the nursing 
administration.
On the whole, however, these remarks were secondary to the widely expressed 
main theme referred to either directly or indirectly by many of thenursing 
administration and night sisters i.e. - the pressure of the work load and
the rapid patient turnover. The third difficulty to be referred to most 
frequently, together with shortage of staff and inadequate supporting 
services was difficulty with medical staff. In most cases the nature of 
the difficulty was not elaborated in the questionnaires and more specific 
information emerged from the subsequent interviews. The remark of one 
nursing officer contained the clue which, in the light of later information, 
was probably most apt:- "A widening gap between the medical and nursing
staff has.weakened the ward morale. It is difficult to realise that there
>
is a common purpose." Other remarks suggested underlying problems which 
perhaps were not clearly recognised by the individuals who made them. For 
example, ,a SNO complained of the lack of finance for basic nursing 
equipment (a view shared by three others) but attributed this to the 
expenditure on research. The overwhelming emphasis on clinical research in 
the face of severe nursing difficulties was another point to emerge from 
interviews and informal discussion,'but the ignorance of the middle manage­
ment grades in nursing on the nature of the financial control (i.e. the 
vast majority of clinical research is not financed by the UOH but by the 
University Departments and Medical Research Council) is evidence of their 
lack of training and participation in this area of decision making.
Another night sister called for closer ties between "the key people of
every hospital - the ward sisters and the administration generally",
at the same time implying that the present structure (in which these ties 
are meant to exist at higher levels in the nursing hierarchy) is 
inappropriate, and also that the "key people" are inadequate:- "ward 
sisters should be mature, experienced people". Two-night sisters specified 
lack of control over the performance of housekeeping staff as a contributory 
difficulty in achieving a good standard of care - a difficulty borne out 
both in the uncertainty of the day sisters regarding responsibility for 
housekeeping teams (chapter 7) and in the complaints of patients on the 
standard of cleanliness in the wards (chapter 9).
14. Nursing Administration interviews As already explained, these 
interviews were sanctioned some months after the analysis of the 
questionnaires. They were authorised at very short notice for the purpose 
of identifying as far as possible from nursing officers the causes of 
difficulties for the ward sisters, in greater depth than had been possible 
in the questionnaires. They were unstructured and the content of each 
varied both according to the individual and according to the order, in which 
they took place. It became apparent that the nursing officers considered 
their own problems to lie at the root of most of the sisters complaints and
attention was increasingly focused on the operation of the Salmon structure 
as a second main topic of discussion in the later interviews. In addition, 
in-view of this expanded field of interest, permission, was obtained to . 
interview the day duty SNOs, the PNO, and the CNO, in order to compare the 
opinions of each level of the hierarchy on the effectiveness or otherwise 
of the structure.
The Nursing Officers
Of the NOs interviewed, 4 had completed questionnaires relating to the* 
medical, surgical accident and theatre units. The specialties unit NO was 
a new appointment and the eye unit NO was not available owing to ill health. 
In the medical, surgical, and accident units, the principal problem was 
said to be the excessive movements of patients between wards owing to the 
pressure on beds and the lack of medical co-operation in dealing with-this. 
The problem was less severe in parts of the specialty unit but even so the 
NO who had been in post for only two months echoed the opinions of ail 5 
NOs in the main hospital (ie excluding the eye unit which is not included 
in this discussion) in saying "one knows all about medical power in 
teaching hospit als especially.....but the medical power here is quite , 
frightening....! have never met anything like it."
In fact, the problems of the heavy work load, pressure on beds, excessive 
patient movement between wards and the difficulties with medical staff 
were all closely interrelated. As stated in cahpter, 2, the length of 
patient stay in the Radcliffe Infirmary is the lowest in the country for 
this type of hospital. Although this statistic arouses much interest and 
speculation on the method by which it is achieved, the nursing staff 
interviews and comments of individual sisters suggested that it was much 
less an achieved goal than an undersirable but unavoidable cpnsequence of 
the shortage of beds. Both despite and.because of this shortage the senior 
medical staff cling to the principle of allocated beds whereby each has the 
use of a specified number for his own patients. It has been demonstrated 
that this principle reduces bed availability and is therefore generally 
undesirable on economic grounds, but particularly so in a situation of 
extreme pressure such as exists in the Radcliffe Infirmary. Because as a
general rule a consultant coining on to emergency take has no or few empty 
beds and a consultant not on take refuses to permit his beds to be blocked 
by the emergency intake-of another firm, it becomes necessary to vacate a 
sufficient number of the on-take beds as a temporary expedient, by means 
of transfer or emergency discharge, to deal with the emergency admissions 
as they arrive at the hospital. It is at this point that nursing staff 
in their own opinions both within and above ward level become the scape­
goats in the system.
Detailed examples of this as they effect different wards have been given 
in chapter 4 from which it was seen that some wards are more severely 
affected than others. The problem, however, affects most of the NOs even 
though it originates principally from the 6 medical and 2 accident wards 
and to a lesser extent the surgical and other units. This is because wards 
are liable to admit emergencies on all days of the week so the problem is 
ever present, and because NOs are required to act across to cover other 
units when the appropriate NO is off duty or on leave. Numerous instances 
were quoted in the interviews of the time wasted and frustrations 
experienced by NOs in attempting to deal with the situation. It was 
explained that in the first place, decisions on bed usage are traditionally 
a sacred prerogative of medical staff-^ - The continual increase in the work
load in recent years and ensuing friction have led to attempts by the House
Governor’s department to influence these decisions and the attempts have 
been fiercely resisted. Both the House Governor and senior nursing staff 
expressed resentment at the anomaly which allowed the medical staff to 
retain this power over resources while at the same time refusing to 
participate in resolving the continuous bed crisis. The result was that 
inevitably the sisters were required by default of the medical staff to 
attempt to negotiate with each other the temporary transfer of patients, or 
alternatively to initiate emergency discharge procedures. Because this 
always happend at the most pressurised time (i.e. emergency on take day) 
the NO's had assumed a routine involvement in the process in an effort to 
relieve the sisters. The situation was one of unremitting trauma because 
both sisters and NOs felt that medical staff could ease the situation but 
refused to make the effort unless it was in any instance to their own 
advantage to do so. In the words of one sister "Why must it always be up 
to us to grab the consultant and say - you're on take and you have no beds-
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they know that as well as we do but they just don’t want to know. The 
infuriating thing is that if they want a bed they can invariably discharge 
or transfer a patient immediately. The NOs can spend half the day trying 
to persuade people to accommodate patients and get no where,, but all a-:1 
consultant needs to do is pick up a telephone and he can get action."
Whereas sisters held the view in informal discussions that one had to 
believe that the consultants had the patient’s best interest at heart, the 
nursing administration were much more inclined to insist that they had 
not. At all levels of NO, SNO, and PNO there was a -repeated insistence 
that the medical staff were only interested in their careers and playing 
politics. They were accused of deliberately holding on to patients who 
might be discharged to prevent the bed from being occupied by someone else's 
emergency patient and of bringing in non emergency patients for diagnostic 
investigations without having made any appointments so that beds were need­
lessly blocked for several days. On the surgical unit the complaint was 
that they sent for as many as six waiting list patients on one day knowing 
that there were no empty beds.
When asked to describe the likely outcome of NOs following the example of 
the medical staff and refusing to be involved in the bed problem, the reply 
was the same from each NO - "You simply have to do anything possible to 
relieve the sisters", and to adopt the medical staff view was out of the 
question. Attempting to find solutions were invariably to avoid direct 
confrontation with medical staff in the first instance, but because in
many instances negotiations between nursing staff failed to produce result^
medical involvement was sometimes inevitable. This latter course was tried 
on one occasion during the course of the interviews with the following 
result. The coronary care sister requested help to resolve a situation in 
which no doctor would agree to a transfer out of the unit to facilitate the 
admission of a collapsed patient in the emergency admission department.
The latter department was applying increasing pressure on the sister because 
of the urgency of the situation. The NO was off duty and the SNO went to 
the unit and assessed the situation with the sister and registrar who 
repeated that there was nothing he could do. The SNO explained her
responsibility to the patients and the sister and said that she was obliged
to do something if the registrar could not. He insisted that she had no: 
authority to do anything and was advised by the SNO that in that case she 
suggested he contact the registrar of a ward with several empty beds to
request a transfer of the most fit coronary patient. She returned to her 
office and. within twenty minutes received what she described as an abusive 
telephone call from the second registrar, asking how she dared admit' a 
patient to one of his beds after he had taken the trouble to vacate them 
for operation patients. The SNO explained that this was impossible as the 
first registrar had insisted on the sole right of medical staff to move 
patients.
The nursing staff interpretation of the above situation was that rather 
than risk a break in the medical ranks the first registrar achieved the 
required objective by moving the patient, at the same time advising his 
colleague that it was an unauthorised act of the SNP. The sequel was an 
irate representation to the PNO and House Governor from the Surgical 
Consultant to advise that no future accommodation of non surgical patients 
would be tolerated, regardless of the reason. As theoretically no one has 
the right to flout the consultants instruction on such a matter the sequel 
was related with much shrugging of shoulders as one of stalemate - the 
matter would be reported to the Medical Executive Committee members who 
would be urged to speak to the consultant but no action was expected; The 
incident is recounted to illustrate the lack of power of the nursing 
administration to achieve the objectives required of them in relation to 
the sisters. The strains resulting for sisters, as opposed to nursing 
administration, of medical autonomy were also quoted. One NO gave an 
example of the special care unit in which patients remain the responsibility 
of their own consultant and his team, but come under the continuous 
surveillance of the rota of registrars on the unit. This had led to two • 
contradictory instructions in one patient’s case<notes, by his own and the 
unit registrar, in the event of further cardiac arrest, one to resuscitate, 
the other not to. This extreme situation would seem on the face of it to 
constitute a dilemma for any nurse but in this instance the ensuing 
friction was attributed by the SNO to the immaturity of the sister.
The consequences of the lack of medical planning within the ward were 
highlighted in another interview. Three medical emergencies were admitted 
overnight to a surgical ward not on take, because they were the only vacant 
beds. The patients were not visited by the appropriate medical firm until
lunchtime the following day when two consultants were finally persuaded to
come and see the first two patients, but the third and most ill was to be 
left till later because it was lunchtime. The sisters account was that 
knowing the consultants would not return until evening, if then, because 
of clinics etc. she insisted on them staying while she herself missed 
lunch. Her comment had been "Of course they think I'm a battle axe, but 
my staff are not geared to medical emergencies and without my insistence 
on medical advise then a very ill patient would have been left all day 
without examination and without a medical sister or staff nurse to observe 
her. Those doctors should have transferred fit patients to our empty beds, 
if it had to be done, before the night time so that these patients could 
have gone to the right ward on admission. The young sisters just don't 
stand up to them."
When questioned about their role in relation both to their units and their 
superiors all 4 of the NOs who had been in post from the inception of the 
Salmon structure were hesitant both about the content of their work and 
their reaction to it. All had been sisters in the hospital prior to their 
NO appointments and all still felt the loss of their direct involvement in 
the ward. Only one of the 4 asserted that she was really quite happy in 
her present position. All were asked to comment on the widespread medical 
objections to the Salmon structure and in particular the complaint that its 
implementation had removed the experienced sisters from the wards to NO 
posts without achieving the intended objective of improving the level of 
nursing supervision on the wards. The NO role is primarily a clinical one 
but the NOs were generally alleged by sisters and medical staff to be 
scarcely ever seen on the wards. All the NOs gave the same reply, namely, 
that in the first place they had been advised by the PNO to keep out of * 
the way in the early days of Salmon to avoid antagonising sisters and 
consultants. A-second reason which in each instance was only volunteered 
at a much later stage in the conversation was that when medical staff with 
whom they had worked closely as sisters studiously ignored them in their 
new role except to taunt them on the futility of it, which they did when 
ever a confrontation was unavoidable, there was no reason why one should 
needlessly expose oneself to such treatment. A third reason was the 
pressure of work away from the wards which prevented them from doing more 
than pay a short visit to each part of the unit once a day if possible (but 
often less frequently) to ask the sister if there were any problems. The
failure to provide suitable office accommodation within their- units 
resulted in vast amounts of wasted time and precluded the physical 
presence of the NOs within their units and consequent availability to 
staff. ;•
There was general resentment amongst the NOs of the attitude of many 
sisters who, in the opinion of the NOs used them as a "general dogsbody" 
to attend to details which in their opinion "no self respecting sister' 
would dream of not dealing with herself." These were said to be requests, 
for example, for stock or equipment which they required immediately and 
for which they had simply failed to make adequate provision. The NO was 
then expected to stop what she was, doing and attempt to meet the sisters 
demand.’ Equally, however, the NOs thought that there were faults on both 
sides in the bad relationships with supplies, pharmacy etc. The sisters 
felt they had the right to expect a complete top up system and because 
this was denied them on the grounds of inadequate storage they grumbled 
on principle about the ordering and delivery systems. When the supplies 
department was unable at times to maintain the supply of essential routine 
items (a matter beyond the control of the steward in his estimation 
because of contract monopolies to the NHS), this was viewed by sisters as 
evidence of his lack of co-operation and freedom to ignore their reasonable 
requirements with impunity. This produced resentment in both directions 
and the steward was hypercritical of the sisters.
The same was true of the pharmacy of which it was said that the real 
cause of friction was the continuous flow of drug precriptions for 
emergency discharges. The sisters in both medical and surgical units 
were said to be constantly pleading with medical staff to write last 
minute prescriptions which the pharmacy staff were then accused of delay­
ing deliberately as a form of protest against the lack of planning./ The 
brunt of this was borne by the ward staff both in the hostility of 
relationships between them and the pharmacy staff and the ensuing lack;of 
co-operation with regard to routine services.
There were also critisms of the sisters' lack of understanding of the NOs 
position with regard to provision of staff. "They must know that we;!simply 
haven't got any extra nurses to give them at certain times but that doesn't 
stop them shouting at us about it.1’ In addition, some sisters were thought
to deploy their available nurses inefficiently and this was associated 
with a lack of discipline. However, it was acknowledged that some sisters 
were very young and at a disadvantage in trying to discipline nurses 
when doctors and medical students were free to lounge about wards and 
behave as they wished with the approval of consultants. The latter 
included a spate of new appointments in recent years of much younger 
clinicians who "allow doctors to sit about oil the rounds, use Christian 
names and light up cigarettes." The medical wards, which were shared by 
Professorial and non Professorial firms, were said to be particularly 
vulnerable to the consequences of medical policies and attitudes:- "The 
Regius Professor has no interest in the ward beds and these are entirely 
under the control of his medical staff but the first assistant is not 
dynamic enough for this responsibility. The first assistant of the 
Nuffield Professor also uses these beds now and hasn't a clue about ward 
problems, also, his particular specialty produces the heaviest type of 
patient from a nursing point of view and these have simply been super­
imposed on the existing work load, which was excessive to start with, and 
removed from the Nuffield wards; which had the lightest work load and are 
now lighter still. The nurses just have to take this regardless."
Another medical firm was made up of a chronically sick non practising 
senior clinician and a junior consultant described as "the most
irresponsible consultant in the business only interested in politics
and being on Committees and Boards etc........The registrars in the
professorial departments do service jobs in six monthly rotation under 
sufferance. They only want to get on with their research and treat- 
patient s with this in view - not with a curative priority. They are 
curious to observe the effects of this and that and get data for their 
theses etc. so they stick patients 011 half hourly charts, start treatments 
and then bring colleagues along "for interest" and have lengthy 
deliberations and change everything. This is all extra work for nurses 
and the nurses know it. If they want all these elaborate recordings they 
should do them themselves." (The two who "hadn't a clue about ward 
problems" and "most irresponsible consultant in the business" gave 
lengthy interviews in which they elaborated causes of problems in detail 
and suggested possible solutions.)
Of a consultant in charge of a ward rated very badly 011 nursing care by 
all groups of nurses, who had expressed anxiety in his interview' on the 
same grounds, the unit NO said:- "Medical policy on that ward makes well
organised nursing an impossibility yet they refuse to change. Mr......
never ever does a ward round at all the sisters will confirm this if
you ask them. If you want to contact him you must try the private block 
or the Ackland Nursing Home. The registrar does all of his ward work."
The NOs were aware both of ward situations of which they disapproved,
("There are times when you want to get in and get on with it yourself but 
of course you can't - we mustn't do this.") but apparently felt powerless 
to influence. Apart from being unable to see how they could effect any 
change in the performance of the sisters, they were unwilling to take what 
they saw to be necessary disciplinary action in relation to staff, 
especially students because of alleged lack of support from their superiors. 
There was a widely held conviction that their authority had been undermined 
by the first CNO who was said to have supported the students consistently 
and reversed decisions of the senior nursing staff. Four interviewees said 
that "the nurses knew that if they objected to what we said they could just 
run up the stairs to her and she would always take their side, whereas we 
couldn't even get near her." The view was also expressed that the first 
CNO and PNO were friends so the PNO was unlikely to support the lower 
grades of nursing administration in such a situation. Two NOs expressed 
bitter resentment at the PNO's method of dealing with sisters or staff 
nurses who went with complaints to the PNO concerning NO decisions. They 
felt they had the right to expect support, instead of which the sister and 
NO would be called to the office and the NO required to explain her actions. 
This they felt was humiliating and completely destructive of the NO's image 
and status in the eyes of her subordinates.
They felt that the first CNO was "popular with the men" a frequently used 
collective term for senior medical staff, Administration, Members of the 
Board, etc. However, this popularity was said to be at the cost of loyalty 
to nursing administration. Equally it was said that the new CNO showed 
signs of changing this and appeared to be both more accessible and more 
fair in assessing situations. An interesting example in this context was 
that of the Theatre NO who saw it as part of her responsibility to achieve 
some degree of standardisation of equipment and procedures between and 
within the theatres, which in turn.would lead among other things to greater
flexibility and better deployment of staff. There were, however, 
insurmountable obstacles. Some surgeons refused to relinquish their long 
standing preferences for a wide range of suture materials, needles, 
instruments etc. thus preventing the use of pre sterilised standard packs 
without which the comparatively unsafe and extravagant practise of 
individual ordering and autoclaving by theatre staff could not be dispensed 
with. In addition, they continued to insist on having their own sister to 
assist them and refused any alternative member of the staff. At the time 
of these interviews, there were 9 sisters in the main theatre, several of 
whom never assisted at any operation and spent large amounts of time 
cleaning etc. The student nurses fared even less favourably and were said 
by the NO when allocated to theatres to- beg not to be sent to main theatref
where they simply cleared up, packed and cleaned, xmd received no teaching. 
Finally, the main theatre superintendent (near to retiring age) was as 
openly opposed to the Salmon structure as were the surgeons, had refused 
to consider (and was in any case unsuitable for) the NO post, and stated cn 
the questionnaire that she regarded the NO as her inferior. The NO's 
failure to achieve her objectives, and the conflict surrounding her attempts 
were interpreted by her superiors as evidence of her unsuitability for a NO 
position. She felt herself to be in a "no mans land” having moved from the 
theatre sister's position, failed entirely to achieve what she believed to 
be necessary, and,condemned by her superiors, saw no prospect of an 
alternative post or of promotion, neither of which in any case any longer 
attracted her.
Two more factors contributed to the NO's discontent. Not only did they 
feel unable to take decisions, which would have raised their status in the 
eyes of the sisters, the sequence of daily meetings was such that they saw 
their SNO before going to the wards. Thus in the event of a request from 
a sister, for example, for a replacement equipment authorisation, the 
business was not communicated to the SNO until the next day, and as such 
approval could only be given by the PNO, whose meeting with the SNO had 
in turn also taken place prior to the SNO’s receipt of the communication, 
there would be almost inevitably a minimum delay of 48 hours between the 
sister and the PNO levels. In fact this was invariably more, because for 
each of the three levels who had a day off during the process a day was 
added to the time taken. The reverse process was little better. As most 
respondents both at NO and SNO level admitted to being unsure of the 
appropriate level for any decision, they also admitted to submitting almost
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every communication to this process. A further decision, which in the 
opinion of one NO had stripped the post of one remaining area of control, 
concerned the selection and employment of staff. Some NOs felt it 
essential that they should be allowed to engage auxiliaries and staff 
nurses for their units, but this had recently been taken over by the SNOs. 
Following objections by the NOs, part of the procedure was returned to 
them with the result that applicants were now interviewed at both levels 
and the duplication was seen by NOs as further evidence of their inferior
status and low value in the nursing hierarchy. Of the 4 ex Sisters, the 
Accident NO was less dissatisfied than the remainder. Her main point of 
emphasis was the good relationship she enjoyed with her SNO and on being 
questioned said that she thought Salmon could work. She was quite happy 
for interviewing to be done by the SNO but not happy with the cessation 
of PNO meetings which were considered essential. Like the others she 
quoted medical staff difficulties but these did not worry her. Their 
attitude to NOs did, however, and she avoided them because of this.
The Senior Nursing Officers
The situation at SNO level was very much different. Both had frequent 
direct access to the PNO and to a lesser extent the CNO, and this was
particularly true of the SNO responsible for acting up to the PNO
position. The accident and theatre NOs who may be said to represent 
extremes of the level of satisfaction and dissatisfaction expressed, 
were both responsible to the same SNO. Her conviction was that most of 
the problems derived from the immature behaviour of staff at all levels 
including senior medical and nursing staff. For this reason she had 
sought to resolve the main theatre problem by holding group discussions 
with the theatre nursing staff, the NO, and herself. In this way she 
had achieved verbal acquiescence from the theatre superintendent to 
agreed plans of action, which reinforced belief in, and won the' support
of the PNO for this method of approach. The NO and some of the sisters,
however, expressed the view that these meetings were both traumatic and 
pointless. (One sister had asserted that the theatre superintendent 
agreed on the SNO's suggestions in the discussions, which in effect by­
passed the NO who was also present. This probably strengthened the 
opinion of SNO and PNO that their judgement of the NO was correct but 
in fact, the moment the discussion ended the theatre superintendent 
issued alternative instructions to all the staff which effectively
prevented the operation of the agreed action.
In the course of the saine discussion this sister explained that she was 
away from the department for the afternoon with permission, haying spent 
the morning tidying the splint cupboards with the nurses at the 
instruction of the superintendent. There was a full establishment of 
sisters, staff nurses and others on duty for two major lists (am and pm) 
both cancelled when they were due to start. The morning cancellation was 
attributed by medical staff to the ward sister's failure to send for the 
patients for admission, (a routine registrar responsibility) and the 
afternoon cancellation because the one major operation patient was unfit 
and the surgeon would not hold a session only for a series of minor 
operations. This sister had wanted to hold a teaching session for the 
students because of the cancellations but was not permitted to and felt 
that there were countless wasted hours with sisters sitting in the staff 
room during lists because surgeons would not allow them to assist.)
The SNO had been involved with the two examples quoted earlier of medical 
staff difficulties in the coronary care unit and the special care unit, 
and felt that each was an example of immaturity in the individuals 
concerned and they must be educated to behave in a more adult manner.
The same SNO, however, repeated that despite the senior medical staff 
assertion that they never saw the NOs or SNOs and would not know who they 
were if they met them, in fact they knew very well, and deliberately 
refused to contact them because they did not wish to recognise the authority 
of incumbents of Salmon posts. She described a situation in which one of 
the Professors had requested a sister to attend a meeting called by him.
The sister was due to be on holiday and asked the NO if she should come in. 
The NO said that she would attend for the sister but found that it was on 
her day off so the SNO went instead. The SNO’s comment was that although 
she was not easily intimidated, she found this meeting quite overwhelming.
It had all the appearance of a court of enquiry with "the Professor's 
entire medical staff lined up on one side, the second medical firm im^olved 
lined up opposite, and two chairs in the centre for the House Governor and 
what would have been the sister, called to answer the charges." The 
"charges" in the event proved to be unfounded but the SNO was indignant 
that the Professor should have planned this instead of making a direct
approach to the NO or herself to discuss the matter.
The SNO referred to so far felt unable to offer any detailed comment on
Athe nursing organisation as she had moved from being a general assistant 
to the PNO, carrying out staff rather than line functions, to the SNO 
position. The second SNO to be interviewed knew the hospital intimately 
however having been a sister and NO, and at the time of the interviews 
had been acting up for a lengthy period to cover the PNO's absence on a 
management course and holidays. During this period she had also had 
much closer contact with the CNO than she normally experienced. Her 
view was that the Salmon structure was not operating smoothly, nor were 
the individuals in it carrying out the recommended functions of the 
report.
This SNO felt that there was generally a ’’complete misuse of the sister/NO 
function” originating from the sisters with the support of the medical 
staff. The latter would not allow the NO's to be clinically involved, 
but the NOs had also been told not to, by the'PNO at the inception of 
Salmon. This instruction had never been revoked and the medical 
attitude was so hostile that it was easier to continue this way. (It 
was thought that retention of a nursing uniform and caps rather than 
navy suits might have improved the situation and the PNO agreed.) Equally 
the NO's resented being used by sisters for trivia such as requesting a new 
peg 011 a door. However, the problem was not simply that they stayed out of 
the units by choice. They did a great deal of essential clerical and 
secretarial work relating to staff records because the provision of this 
type of assistance to the nursing administration was totally inadequate.
In addition, the locations of the NO offices were quite inappropriate for 
the needs of the units and other staff. The NOs needed to be located 
within their units and for the most part they were not. The staff records 
were in the general office and the result was that the NOs wasted hours, 
moving to and fro between general office, NO office and unit. Another 
great time consumer was the involvement in solving the bed shortage. It 
was in an effort to simplify the work of the NOs, and in so doing, to 
make available more time to devote to their clinical role, that the SNOs 
decided to take responsibility for the interviewing of new staff. The 
reaction of the NOs was met with surprised resentment by the SNOs and 
the comment:- "We were just trying to help them, and they were furious 
about it, and demanded it back," It was thought that perhaps one NO
working a 40 hour week without the support of acting up from within her 
unit probably made adequate supervision impossible when combined with 
the above difficulties of geography and extraneous duties. The units 
might be too large in such a fast moving hospital and in addition, for 
much of their 40 hours the NOs were attempting to supervise two units 
instead of one. Despite the failure to date of the clinical role, it 
was felt to be increasingly necessary in view of the age and inexperience 
of many of the sisters and staff nurses.
The cessation of the NO/PNO meetings was said to be unfortunate and due 
to the fact that the PNO intended it as a procedures meeting and the NOs 
wanted to discuss their problems. There was now a real break in 
communications, made worse by the daily division of the two SNOs to 
separate halves of the hospital following the PNO meeting. Each SNO 
appeared to^iscuss different points with her NOs depending on her own 
priorities, with the result that NOs were not all given the same 
information and felt that items were being withheld. The NOs and SNOs 
normally never saw the CNO. The communication block was said to be two 
way and partly connected with failures of delegation. The difficulty was 
that nobody was quite sure who should be responsible for what:- "As sure 
as you take a decision it's the wrong one - it's the thing you ought to 
have passed on up, so people tend to play safe and pass everything up - 
and as sure as you say get on with it, it turns out you should have done
it yourself...... the PNO thinks the new CNO doesn't delegate the control
of the division, so there is tension and information is deliberately with­
held to counter this. Then the CNO gets annoyed by the failure of 
communication and her reaction is regarded as interference." Despite the 
CNO/PNO friction the NOs and SNOs were said to be gradually gaining some 
confidence that they could expect support from the top because the PNO 
would now support them, knowing that the CNO would take the same line, and 
this had not been the case with the first CNO. This was very important 
because discipline generally was very poor and the middle grades needed 
support from the top. The PNO's time was said to be taken up almost 
entirely with committee work so that there was virtually no PNO involve- 
nent in the day to day business and this was a further cause of anxiety 
and frustration to NOs and SNOs.
This SNO expressed gratitude to her predecessor and also the present PNO 
for good teaching in administration, but even so there were insurmountable
difficulties. There had been a strict tightening of financial control 
which coincided with the implementation of Salmon. One of the 
consequences was the reservation of any decision involving ward 
expenditure to the approval of the PNO, and the medical staff wrongly 
blamed Salmon for this. In fact if they wished they could authorise 
such expenditure themselves and did so on occasion to the embarrassment 
of the administration who might have refused authorisation of an item; 
but when a NO and then a SNO had to explain that they must pass a request 
to the PNO this was received with angry criticism. Theoretically 
co-ordination was supposed to be effected by the medical section meetings 
set up by the Mc.Kinsey study and attended by the middle management of the 
nursing hierarchy. These were not working very well and the nursing staff 
were there very much by invitation of medical staff rather than by right. 
The surgical division had already excluded the nursing administration 
from the meeting proper, admitting them instead to relevant parts of the 
meeting as they saw fit. Decisions continued to be taken behind closed 
doors and the most recent example had been of a proposed structural 
alteration in a ward area which seriously affected nursing policy and 
practise. The SNO overhead this in a conversation between medical staff 
and administration and requested details, following which she despatched 
a memo stating relevant nursing policy and requesting reassurances. This 
had been ignored and she had been told that the surgeon was furious at 
this interference.
An improvement in the general office organisation which dealt with all 
nursing records was also considered essential. In addition to the 
clerical staff it had one administrative sister who had been on a NO 
grade. This post was vacant since the NO's promotion to SNO and it was 
intended in future to be a grade 6 (sister) post. The difficulty was, 
however, in the words of the SNO that, "We can't produce a job description 
for but no one could manage without her...,.she keeps the sickness absence 
board up to date and draws attention to chronic absence because this is 
the sort of thing the ward sisters should do but won't...." The conclusion 
of this SNO was "the entire NO morale is really at rock bottom and its
very worrying but I just don't know the cause. I know that as a NO I
felt the same. I didn't enjoy it at all whereas I am enjoying this job
very much. If you ask me to be honest I suppose there are too many levels
and maybe it's this one (SNO) that ought to go. Make the NOs directly
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responsible to the PNO and perhaps have one or two more of them. If you 
have an SNO level at all, have only one to work opposite the PNO."
The Principal Nursing Officer
The interview with the PNO was in many ways more difficult than the 
preceding ones. Time was short as the PNO was by this time in the'throes 
of leaving to take up a CNO post elsewhere, and agreed to the interview 
in return for any information which may be useful in the new post. The 
appointment was fitted in at the end of an afternoon and there were 
repeated digressions to give examples of alleged difficulties etc.
Whereas with other grades it had been sufficient to explain that their 
opinion was sought on the nature of problems which might affect the 
sisters’ performance, it proved necessary with the PNO to interject 
piecemeal the results of the preceding interviews in the hope of 
eliciting relevant comment.
It was emphasised that the continuous attendance at committees and 
associated work required of the PNO, both as part of the PNO role and in 
acting up for the CNO, was almost totally time consuming and seriously 
restrictive of involvement in and attention to any other duties. The 
last Radcliffe matron had been in the habit of doing a round of the whole 
hospital on Sunday which was her day off and the PNO, being unwilling to 
do likewise found it virtually impossible to get to the wards. The NO’s 
assertion of an instruction to keep out of the units was met with 
exasperation and disbelief. The rejoinder was that although in retrospect 
this had been a mistake, surely they were sufficiently adult not to 
require a specific counter instruction after a suitable period of 
initiation into the system. The PNO did feel that the lack of suitable 
office accommodation for nursing officers in or near their units was a 
disadvantage for them and it had been the subject of an uphill struggle 
since the posts were created. The particularly unsuitable surgical NO’s 
office had been obtained by favour of the R.C. Chaplain whose location it 
had previously been. There was subsequently an opportunity for this NO 
to move into an office in the medical unit but she preferred not to move 
further away from her ward area and the alternative office was now used 
by one of the cardiologists. The NO/PNO meetings had been discontinued by 
the PNO because they were "counter productive and very traumatic." The
M
NOs always insisted on trying to introduce topics which they must learn to
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handle through the proper channels of the Salmon structure, and at the 
same time they refused to participate in discussions on procedures in 
the units. In the early days of being PNO there had been a continuous 
procession of sisters, staff nurses, and NOs to the PNO's office and 
this had to be stopped. They all had to learn that they must communicate 
directly with their appropriate superior and the PNO must not be involved 
unless a matter was referred through the Salmon line. If a matter did 
reach the PNO, however, the only way to deal with it was to have the 
sister and NO in together so that everyone could see that it was above 
board. The NOs resented this because they thought they should be backed 
regardless, but this was no good. They had to learn that if they were 
wrong they must face the consequences and the ward staff must know that 
they could expect the PNO to be fair. Another thing the NOs had to learn 
was that it was possible to deliver a rebuke in a friendly adult sort of 
way. They were incapable of doing this and could not recognise it for 
what it was when they saw it. They then left these meetings thinking that 
the sister or nurse concerned had got off scot free which was not true. 
(There had in fact been several NO remarks to this effect, e.g. "They come 
in with their sob stories and in no time the PNO is weeping with them. 
It’s just farcical.")
The difficulties of the theatre unit were again raised as an example of 
the need to show unit staff that appropriate action could be expected to 
correct any defect at NO level. Asked whether so many sisters in one 
theatre might in itself create problems the reply was that there were 
undoubtedly too many but it was essential to have a large establishment 
of trained staff and they would not stay unless they were given sisters 
posts, even though there were not sufficient sister's responsibilities for 
them all. Only the previous week two staff nurses had come from main 
theatre and threatened to leave if they were not promoted and it had been 
necessary to make them sisters in order to keep them. It was agreed that 
they should be split into teams with a theatre each but the theatre 
superintendant and surgeons had so far refused. The solution (which has 
now been implemented) was to remove this theatre suite from the control of 
the present NO arid appoint a new NO for the main theatre which was shortly 
to transfer to a new theatre and intensive care block. At the same time 
the theatre superintendant had been offered alternative employment which 
she had accepted, and the severely depleted responsibilities of the first .
NO would be supplemented by staff work on planning of courses and visits 
for trained staff. (The package deal thus conceived to the satisfaction 
of its architects had the appearance to the observer of rough justice for 
the first NO, but it was insisted that the persistent difficulties 
reflected her inability to cope and it was regarded as a fair and 
satisfactory solution.)
The PNO was unable to comment on the remarks about delegation because it 
had never been raised so there was no information on the extent to' which 
control may be exercised at the wrong levels generally. On5the question 
of financial authorisation it was pointed out that this was not an 
essential PNO function but the ruling had been thought necessary as a means 
of controlling unjustifiable requests. Only recently an expensive power 
tool for orthopaedic surgery had been requested and the PNO remembered 
having authorised it a few months earlier. On investigation it was found 
lying relatively unused and forgotten about and the second order was made 
because the person requesting it did not know that they possessed this 
item of equipment already. If it had been left to the NO or SNO they 
would have accepted the case of need and authorised its purchase. The 
delays in achieving action due to the sequence of daily meetings were 
felt to be unavoidable.
As with the other grades, the PNO blamed medical staff attitudes and non 
co-operation for most of the problems. One of several consultants who 
had remarked that relationships between the medical nursing and administra­
tive staff were satisfactory had said, "I think the good relationships are 
self evident - we have recently invited the administrator and his 
colleagues to share our mess." The PNO’s reaction on being told this was 
to say, "The administrator is priveleged - it’s all part of the old boy 
network. I hav-e never been invited across the threshold," Not only that 
but, "When permission was obtained for the GNC examiners to have their 
lunch in there at the last nursing examinations a consultant and his 
colleague were extremely rude and rang the tutors to demand that they be 
removed. It was all extremely embarrassing." This area of friction had 
already been referred to by NOs and SNOs. The senior nursing staff mess 
(sisters and above) was next door and did not serve drinks, whereas the 
doctors* bar did. If the nursing staff wanted a drink and snack at lunch­
time they had to ask their waitress to go .next door to get their drink. A
NO who went in, in an emergency, because it was the nearest telephone, 
was interrupted while trying to make the call by a junior doctor telling 
her that this was the doctors* mess and would she please use some other 
telephone.
Questioned on the failure of the McKinsey divisional meeting to provide 
a co-ordinating mechanism between medical staff and nursing administration, 
the PNO expressed the view that this was the result of the surgical NO’s 
incompetence. At one of the earliest meetings the surgeons had asked her 
to prepare a paper explaining the priorities of the nursing staff and their 
requirements, following criticisms of medical staff. In doing this the NO 
had used two recent events to illustrate her points and outlined the 
consequences as the nursing staff saw them. In the words of the PNO:- 
’’Tliis was really quite hopeless. She should have known better. Surgeons 
will not tolerate being criticised, or their conduct being exposed to their 
colleagues. I had to try to smooth things with the Chairman but the 
damage was done.... with everything else I have on I have just had to leave 
it at that*••(the exclusion of nursing administration from meetings).... we 
will have to do something about it...." The PNO also volunteered examples 
of obstruction of his own efforts to take what he saw to be necessary 
disciplinary action:- ”1 recently had a night sister in here in tears one 
morning following a series of abortive efforts to secure the co-operation 
of a doctor over a patient who had finally died (and would have done anyway 
but this did not excuse the doctor's behaviour). I arranged an interview 
with the doctor, his consultant and the night sister on the earliest 
convenient date and the whole thing was a waste of time because the doctor 
had taken the sister out the night before and got round her to change her 
story. They just turned the tables on us and made the consultant and 
myself look like the villains in the piece." In another incident the ward 
doctors had registered a complaint concerning the poor standard of work of 
the ward sister. When the PNO tried to take this up, the consultant s^ -id 
he was sure it was unnecessary and the sister must not be upset. The two 
doctors insisted that they would not allow their names to be drawn into 
it and so the matter had to be dropped.
The PNO affirmed the existence of friction between himself and the CNO 
and admitted that this did lead to a policy of concealment to prevent 
\tfiat he took to be interference. Amongst other things the CNO was said 
to be less competent in the Executive Committee in presenting the nursing 
case than her predecessor. At the same time, however, the PNO felt that 
the composition of the Committee was heavily weighted in favour of medical 
staff especially, but also the other participants, by comparison with 
nursing staff. The medical domination had not been a part of the original 
McKinsey proposal but it was the only way in the end that they had been 
able to find, of selling the new structure to the doctors. Although they 
knew it was unfair, both McKinsey and the BOX? members who had pressed for 
the study had a vested interest in getting something implemented because 
of cost and prestige so they settled for a very unbalanced compromise.
This was very obvious when the Committee met but the first CNO had been a- 
friend of the Chairman and always had his support in return for accepting
the inadequate nursing representation. The new one, however, lacked this
advantage and the manbers were at times merciless in their treatment of
her in committee. It was reluctantly admitted that this probably was a
bit unfair on her. Ever since her arrival a major contention had been the
demand of the medical staff for the re-opening of cardiothoracic surgery
and the PNO’s refusal to allow it on the grounds of insufficient nurses.
On the third submission the Executive Committee acceeded to a demand by
the Nuffield Committee for an explanation by the nursing staff. The CNO
and PNO were accordingly called to a meeting of the Nuffield Professors.
The PNO had to be away and his place was taken by the SNO but the remark
of the PNO was:- "I can tell you it was a very punitive experience for
them and it should not have been allowed. The Executive Committee should
have reached a decision and communicated it to all concerned; and they
should have protected the nursing side from this, not sent them into it."
(The Professors it will be remembered are not represented on the Executive
Committee.)
The administration also came in for critisism for failing to achieve better 
services for the wards and departments, particularly supplies. At the same 
time, however, there was great sympathy for the House Governor who was said
to be constantly under pressure to carry out miscellaneous UOH rather than 
Radcliffe responsibilities. This was simply because the group administra­
tive offices were on the Radcliffe site and the relatively young House 
Governor appeared (according to the PNO) to be at the beck and call of 
senior group officers. In fact the offices of the PNO and House Governor 
were adjoining each other and the PNO was observed on several occasions 
to be equally and willingly at the House Governor’s beck and call, e.g. 
one of the Professors had a visiting guest Professor with no hotel and 
the House Governor was asked to find accommodation in doctors’ quarters 
in the Eye Hospital. The PNO was immediately asked if he happened to 
know if this accommodation was free whereupon he volunteered to deal with 
the enquiry. This occurred during this interview and the PNO explained,
"He is so busy that I do what I can to help him." It was also said that 
the House Governor lacked authority to get some things done so it was 
necessary to help him "but we shouldn’t have to spend our time on these 
things. We do them because no one else will." A section of main corridor 
past four wards had recently been closed for a week and after much 
deliberation the PNO had sent the SNO to trace all the doctors concerned 
to get their approval. The PNO admitted that this was wrong and the job 
should have been done by the House Governor but disagreed with a similar 
complaint from the SNOs and NOs. He had agreed in committee to a request 
from the engineers for a count of all taps for replacement fittings. The 
NOs had been told to go round their units counting the taps. The SNO had 
to attend the next meeting in the PNO’s absence, only to be told that they 
required a separate count of conventional and elbow operated taps because 
of differences in cost. The new instruction was communicated by an irate 
SNO during a NO interview. They were joined b.y a third: and all felt that 
they had been made to look stupid and forced to exasperate the unit- 
nursing staff in the first instance, and now they were having to do it 
again. The PNO in his interview, however, said that this was their proper 
responsibility and it was no use them objecting.
In general the PNO agreed with the view of the SNO who thought that the 
most important need was to get the relationships right. Other than this it 
was felt there was nothing too seriously wrong. Somehow or other the NOs 
had to be made to be more clinically involved. This may mean'putting them 
back into nursing uniforms because although this may be seen as an 
unnecessary prop, it appeared they were not yet ready to do without it.
The first CNO who had taken this decision had reversed it in the new group 
to which she had moved which suggested that she shared the same view, the
RNO thought. The NOs wore maroon suits and SNOs navy suits but the 
psychiatric trained SNO had never worn either of these uniforms believing 
them to be unnecessary,. Now, however, the PNO had asked her if she would 
be willing to wear a navy suit and she had agreed to do so. ' '
The Chief/Nursing Officer
The CNO’s interview, like the preceding one, had to be fitted in with 
difficulty to a very ti^it schedule but was markedly different in that 
there was little or no reluctance to comment on the issues raised. It
was said that the task of taking over the new responsibilities had been
made extremely difficult by the lack of any formal transfer period.. It 
had been arranged that the departing CNO would remain for the first week
to carry out this task of orientating the new CNO. However, on her
arrival she was met with a telephoned apology saying that her predecessor 
had been unexpectedly called away and that she would return later to 
carry out the hand over as planned. This in fact never happened and the 
new; CNO felt that her difficulty in picking up the strands had been nowhere 
more difficult that in the Executive Committee and the Radcliffe Division; 
She had found it a "constant battle to gain what she felt was necessary /• 
information, both retrospective and on going, and felt that her ability to 
function effectively must be impaired accordingly.
Her opinion of the composition of the Executive Committee was similar to 
that of the PNO. She could not see.the logic of this seeming imbalance of 
power and found it at times intimidating. There had been instances of 
extreme pressure in which she had been forced to stand alone in refusing 
for example to give the Chairmans promise of a particular action with 
which she could not agree. This was especially difficult during the 
period of endeavouring to establish both professional and social relation­
ships in a new and responsible position in a strange place, and neither the 
medical staff nor administrator had facilitated easy communications or 
relationships. The feeling of lack of support from the members of the 
Executive Committee must, she felt,have resulted in less positive action on 
her part than the nursing hierarchy would have wished and it was probable 
that this would reflect all the way down the nursing line.
The attitude of the Radcliffe PNO had been mystifying to her and 
although she appreciated his difficulty in having to adjust to a different 
style of approach his reticence had forced her to press him and others for 
information. This was not through any desire to interfere but simply to 
enable her to do her job. The PNO's attitude had led to serious 
consequences for the group. Following a decision by the Executive 
Committee to release more money for nursing staff at the expense of other 
pressing needs, the PNO had succeeded in engaging no less than 60 extra 
staff nurses exclusively for the Radcliffe Division. This fact was with­
held from the CNO and the PNO's subsequent reiteration of the inability to 
recommence cardiothoracic surgery produced the medical storm of protest 
which then had to be answered very inadequately by the CNO. In addition, 
the Radcliffe recruitment had consumed the entire budget so that despite 
shortages and applicants elsewhere in the group, staff could not be engaged. 
(The PNO had in his interview argued that the extra 60, many of whom were 
part-timers working only a few hours, had simply served to ease the acute 
pressure in the wards and departments. It was a fallacy to suggest that 
existing staff nurse cover was excessive because a large proportion of 
this was accounted for by special courses e.g. the anaesthetics course 
nurses were not available to meet service needs except as part of their 
experience in the anaesthetic rooms and special care units. These nurs.es- 
were nevertheless costed against the service budget and were only waste- 
fully deployed from the hospital's point of view. If the emphasis of the 
course could be switched from anaesthetics to intensive care including/ 
anaesthetic care, it would be a help, but it was, in its present form,- 
the brainchild of the Professor of Anaesthetics and could not be touched. 
Not only that, but it was very convenient for the anaesthetists to have an 
abundance of staff nurses available exclusively for anaesthetic room duties 
and emergency resuscitation calls and they would resist any change which 
might affect this.)
The CNO had felt that there was a need to demonstrate support for the 
middle grades of the nursing administration and had tried to do this; but 
at the same time she had not appreciated that their insecurity had become 
so deeply felt or might have given rise to such explicit expressions of 
dissatisfaction. She supported the view of the PNO on, the unsuitability of 
some NOs and felt that the planned theatre changes would hopefully be to 
the good. On the question of giving support to the- trained staff, however, 
the CNO stressed the dual responsibility which was exclusively hers as head
of the group. Whereas tutors and administrators each saw themselves as 
being primarily responsible for one or other of these two commitments; 
the CNO must consider both. Thus the problems of student nurses which 
scarcely featured in the preceding interviews (other than to criticise 
their lack of loyalty or commitment to the service needs) were raised to 
illustrate the necessity at times to attempt to influence the attitude of 
some trained staff. This may not be liked but the CNO was by this time in 
no doubt that there were instances in which ward staff who were highly 
regarded for their efficiency, had at the same time pushed student nurses 
beyond a reasonable level of tolerance and created extreme unhappiness.
The implementation of the Salmon structure had brought some strange 
anomalies in the opinion of the CNO but on the whole it was starting, to 
become clearer and she was determined to press on with the help of 
additional information gradually becoming available, to make the system 
more effective and thus both.more attractive to the nursing staff and more 
acceptable to its opponents. She had been amazed, for example, to discover 
that the Radcliffe PNO had been given a lower grading than the Churchill 
PNO and she had now only recently managed to rectify this. The much 
remarked absence of the NOs from their units in the Radcliffe Division was 
a critical defect and it was felt that not all of the extraneous duties 
mentioned were either essential or so time consuming. It was probable that 
they were to some extent an excuse to avoid unwanted encounters. The 
principle of acting up was the one point of the Salmon Report with: which 
the CNO disagreed. Not only was it unfeasible with the pressure of the 
Radcliffe wards to take a sister away for acting up duties, the entire 
content and purpose of the nursing officers job was so completely different 
from the wholly clinical and localised sphere of lower grades that brief 
encounters in administration could t^et hope to teach the ’sisters anything
. . j . *
of value. Thus they could not be expected to make a useful contribution 
and although, it might be said that it would influence their attitudes 
towards better understanding, and thus increased co-operation vis a vis 
the nursing administration, this was not the primary purpose. In 
addition, it, may have the opposite effect. Their inability to grasp 
immediately the nature of these problems and methods of solution may be 
accompanied by a failure to recognise their existence, thus building up 
an erroneous impression at sister level that the hard work stopped'there.
The CNO felt, therefore, that the first essential was to get the various 
levels concentrating on doing the job they were there to do, to remove 
duties which were not properly theirs, and then to decide whether in fact 
the NOs really could not adequately cover the units. In this event the 
solution may be an increase in the number of NOs to act across for each 
other without so severely limiting their powers of supervision of their 
own units. This was the only variation of the main Salmon recommendation 
which the CNO saw to be a possible necessity at the time of interview. (By 
the present time, however, some few months later serious consideration is 
being given to removing one or both SNOs from line duties and also 
possibly to make further changes at the sister and NO levels.)
Summary and Discussion
The first point to emerge from the foregoing analysis is that the Night 
Sisters,as several of them pointed out, differ substantially from the 
Nursing Administration both in their experience, opinions and goal 
orientations and their work is organised differently. Nurse Administrators 
are appointed to specific units, areas, etc. but with the exception of the 
PNO, one SNO, and the NO (Eye Hospital) they cover each others off duty by 
acting across units or areas, in the absence of acting up by sisters as 
proposed in the Salmon report. Night Sisters rotate around units according 
to nights off rotas. Secondly, both groups manifested varying degrees:of 
unwillingness or inability to judge ward work load or performance and their 
replies revealed a lack of consensus of opinion on most of these questions. 
Selections of wards in reply to questions on w’ork load (WL) and Relation­
ships, Care, and Discipline (R D C) included three types of answer, single 
ward (S) multiple wards (M) and non selective i.e. 'all', 'none* etc. (N). 
The highest percentage of replies from both groups were single choice on 
each question but on (WL) night sisters were almost equally divided between 
single and multiple selections. The highest levels of single choice 
replies were for strict and slack discipline, and greatest fluctuation in 
work load by Nursing Administration, and strictest discipline and highest 
work load, by night sisters. The highest levels of non selective replies 
were for least care, by nursing administration and night sisters, and 
least discipline by night sisters. Correspondence of opinion between 
different levels of NA and NS on work load questions was negligible, the 
highest incidence being between the PNO, one NO, and five night sisters, 
for ward 20 as the heaviest. Correspondence between levels on R D C
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questions was slightly higher, the most frequent being for ward 17 as the 
strictest discipline (at all leVels) and best care (at NO and NS-levels)
and ward 18 as best care at all levels. On the reverse of these
questions there was no incidence of correspondence between all levels but
ward 2 was said to be least strict by all but the SNO level.
Both groups were, however, almost unanimous in attributing the standard 
of care on selected wards, whether good or bad, to the performance of the 
sister, but general comment on factors affecting the standard of care 
revealed differences between the two groups. Overall, factors controlled 
by, or requiring co-ordination with, non nursing services were specified 
slightly, more frequently than specifically nursing service factors.
Within this, however, nursing administration attached considerably more . 
importance to the former than did the night sisters, by whom nursing 
service factors were most frequently mentioned. Inadequacy of supporting 
services, shortage of staff, and medical staff difficulties gave rise to ■. 
more comment than any other cause, but whereas the supporting services 
were named by the entire nursing administration and not at all by night 
sisters, shortage of staff was more frequently mentioned as a night duty 
problem, than as a nursing administration problem. Difficulties with " 
medical staff were mentioned equally frequently by both groups. Rapid 
patient throughput and difficulties associated with old, inadequate 
buildings were mentioned by six night sisters and six of the nursing 
administration. •
In general the differences between the two groups can be summed up as 
follows:- The night sisters were primarily concerned with problems 
directly relating to patient needs, standard of nursing practise and 
availability of medical staff. They were most critical of nursing 
standards and altitudes in the wards and blamed incompetence of the ward 
sisters for this, at the same time asserting the importance of the latter 
as 'key people* and criticising inadequate recognition of this fact in 
the organisation as a whole. They saw themselves as adjacent to but not 
an integral part of the ward organisation, and were thus at once both4 
critical of it and identified with it in criticising nursing administra­
tion. The nursing administration was, on the other hand, free from the 
ambivalence of the night sisters' position and viewed nursing and other 
problems from an elevated perspective entirely extraneous to the ward ,
organisation. They were accordingly almost entirely preoccupied with 
difficulties of co-ordination between nursing and other services, lack, 
of resources, and effects of pressures of work load. They, like the 
night sisters were critical of the sister’s competence in general but 
deeply concerned over the pressure under which sisters had to work. In 
the face of such preoccupations their consciousness of. the needs and 
conditions of student or other nurses, excepting at the highest level of 
the hierarchy was relatively submerged, although this fact was more 
apparent in the interviews than in the questionnaires.
The interviews with the nursing administrators revealed both a severe 
dislocation of the Salmon line and an inability of some of the inter­
viewees to understand or successfully execute their own roles and develop 
the appropriate working relationships, or to recognise the means whereby 
their difficulties may be resolved. In the light of existing theory and 
previous studies reviewed in Chapter 1 it can be seen that the clinical 
emphasis in the Salmon NO role was both an important inducement to sisters 
to embark upon this first step of the administrative ladder and a 
necessary ingredient for its success. Equally it seems clear that specific 
training in the development of the role would in general be required for 
successful applicants whose previous experience was limited to administra­
tion of single wards with total ward objectives, as opposed to groups of 
wards with nursing management objectives. In addition to this need 
was a corresponding requirement for the education of the members of the 
new NO’s role set, for the foundation of a receptive environment in which 
the new posts could develop effectively. Although in theory, Middle 
Management courses were intended to provide the basic training for NOs 
and SNOs, backed up by training and supervision from their- superiors, in 
practise, many had received no formal management training by the time of 
the interviews. The initial fortnightly PNO meeting had been discontinued . 
at an early stage by the PNO because they were too traumatic, and the NOs 
neither had, nor expected, any contact with the CNO. The SNOs on their 
own admission were unsure of their own role or sphere of authority and the 
principle of delegation was not practised. Thus for the NOs, the PNO, who 
was effectively if not theoretically their superior officer, was virtually 
inaccessible. They were in consequence denied supervision and support or 
power of upward influence, factors which as shown in Chapter 1 were v 
essential to their success.
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The second need for the development of.a receptive environment again 
depended on adequate introduction of the new system for sisters and 
medical staff backed up by effective mechanisms for the exchange of 
information and co-ordinating action on medical/nursing strategy. The 
inception of Salmon was marked by a concerted medical effort to denounce 
the system publicly, so much so that a meeting, called with the 
intention of explaining Salmon’s method and objectives by a senior nurse 
administrator, was in her words heckled and disrupted by senior medical 
staff who had attended for this purpose. The McKinsey Section meetings, 
whereby doctors and nurses at middle management levels may meet on an 
equal footing to resolve difficulties, never became fully operational. To 
a limited extent nurses were invited by medical staff, rather than attend­
ing by right, and in some instances, subsequently excluded from the meet­
ings.
Reaction to the initial setback was such as to exacerbate rather than 
resolve the problem. Theoretically it could be expected (see Chapter!) 
that sisters would tend to identify with the attitudes of their senior 
medical staff, rather than their nursing superiors, in the event of a 
conflict of loyalties. An additional predictable consequence of the 
medical view in the light of Barnard's pathology of status systems, was 
one of inflation of sister status vis a vis their nursing superiors and 
deflation of the latter. The PNG's first directive to NOs to keep out of 
the wards and thus avoid creating medical and nursing resentment until 
initial reactions had subsided, provided all the participants with a means 
of reinforcing the existing situation. The NOs were thus placed in a 
vacuum, being isolated both from their units and their superiors. The 
sisters were continually reinforced by medical staff attitudes in the 
belief that as theirs was the most important function they were the most 
important individuals and the NOs likewise that their role was considered 
to be meaningless, a fact which as they admitted they found both demoral­
ising, unjustified, and inexplicable. (Thisinflated sister status has been 
amply borne out in recent articles and correspondence in the nursing and 
medical journals. )
The PNO's instruction to the NOs to stay out of the units provided them 
with a legitimate escape from the difficult task of developing a clinical
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role in a hostile environment in the absence of necessary training and 
support from their superiors. It did not, however, resolve the problem 
of their frequent and unavoidable confrontations with ward sisters and 
doctors in connection with the major resources of staff and available 
beds, and adequate supporting services. In fact, by adopting a tactic of 
retreat rather than resolution these problems were most certainly 
exacerbated and the failure of the theoretical mechanisms for co-ordina- V  
tion and influence, coupled with the deficiencies in training, supervision 
and delegation, contributed to a swift deterioration for the NOs from y„; 
difficulty to stalemate. In fact the real cause of this situation can be 
traced back beyond the point of unwise nursing strategy to the prevailing 
historical attitudes and relationships and the more .recent social trends.
The sisters as will be seen in Chapter 7 are, in general, relatively 
inexperienced, and long service is increasingly rare. In addition, as Davies 
found (Chapter 1) they are orientated towards treating symptoms rather than 
identifying causes, and as several other researchers demonstrated, anxious 
to conform to the requirements of their senior medical staff. Thus as was 
shown in the interviews and in conversations with individual sisters, when 
as is most frequently the case, medical staff fail to take necessary 
measures to achieve optimal use of available beds, sisters have two 
courses of action. One is demand more nurses for insupportable work load 
peaks, the second to resort to emergency decisions on patient movement and 
the consequent demands this makes on both supporting services, and on 
other sisters for use of available beds.
Inevitably, the NOs are resorted to, and in none of these situations do 
they have the necessary authority to achieve an effective solution. They 
do not have a reserve pool of nurses or access to a register of supply 
nurses as is the case with Education Authorities and non practising 
teachers. Thus in periods of excessive demand in relation to*work load, 
or in times of staff sickness, they cannot produce extra nurses. Neither 
are they permitted in theory to move nurses within their own units to 
match staffing to work load. This is prohibited by statutory rules of the 
General Nursing Council governing student nurse training, and to the 
conditions of employment of many trained nurses who are engaged for a 
particular ward, department or post graduate course. To the extent that 
NOs involve themselves in a.ttempts to obtain use of empty beds in ’non 
take’ wards as a means of alleviating pressure on sisters, their actions
are interpreted ,by registrars as unwarranted and intolerable interference 
and their efforts rejected accordingly as was shown in the interviews.
The continual atmosphere of emergency surrounding demands on pharmacy, 
transport, supplies, laundry, etc. in relation to this situation and the 
failure of the Tatter to meet the demands or accept that they are 
justified, gives rise to allegations of poor service by the sisters,
(see Chapter 7) and further requests to NOs for action which, because of 
failures of delegation, they are not authorised to take. Thus in almost 
every situation into which they are drawn, the NOs lacked both the means 
of achieving effective action and the power to influence those with the 
required authority, to promote desirable changes.
This created a circular effect in which sisters and doctors alike pointed 
to the absence of NOs from the wards and their ineffectiveness when called 
on, as confirmation and justification of their initial suspicions and
criticisms. Because sisters do not act up and doctors refuse to acknow­
ledge the authority or communicate with NOs,there is no opportunity for 
sisters to learn to look at the ward organisations from the perspective of 
the NO position,and the NOs, by acting across in the absence of sisters 
acting up, are correspondingly less available for supervision of their 
own units. As allowing for holidays and a forty hour working. week, one 
NO can be available for only half of the day duty periods of cover, two 
NOs working entirely opposite duties would result only in one NO continually 
covering two units. In practise this is in any event unfeasible, but the 
situation is further complicated by additional absences owing to sickness, 
attendance at courses, study days etc. and the fact that NOs do act up for 
SNOs. The fragmented geography of the units creates an additional problem 
which is further exaggerated by the inability to provide suitable office 
accommodation within or adjacent to the centres of units from which NOs 
could be conveniently involved in spontaneous contact with unit activities 
and staff (a factor found in Georgopolous and Mann’s study to be necessary 
for co-ordination). All of these factors have provided ward medical and 
nursing staff with an abundance of opportunity for- sustaining their 
assertions that NOs are in the first place undesirable or unnecessary, and 
subsequently that, they are ineffective. They have at the same time 
provided the NOs with equal opportunity for a much needed retreat from 
hostility and criticism, and the insolubility of problems whose only hope 
of solution lay in the development of close working relationships and
visible involvement in the ward situations, to facilitate constructive;/, 
intervention before the event (both by joint decisions and training of 
sisters) rather than angry and abortive confrontations afterwards. - v ).
In addition to the lack of confidence engendered by their isolation, a 
further factor both exacerbated the consequences and contributed to the 
demise of the NO's defunct clinical role. This lay in the practise 
exercised both at SNO level (in one area) and at PNO level, of investigat­
ing complaints or problems in the presence of various grades of nursing 
staff. In the absence of any routine communication or counselling between 
NOs and PNO, the practise was seen by the NOs as a purely punitive 
exercise and their rejected requests for separate interviews in such 
circumstances, as evidence of the PNO's unwillingness to listen to their 
case or give them the support they felt was their right. To the extent 
that in such cases the NOs may be judged to have been in error, the 
solution clearly lay in prevention by means of training and support, 
rather than in the open forum method which exposed them to further 
criticism. If this had been practised, such investigations, if the 
occasion arose, could have been interpreted by them in a different light 
and accepted more favourably.. In the existing climate the SNO meetings 
to resolve the theatre unit problems were not unnaturally viewed at NO 
level with equal anxiety and resentment. Thus, although the SNO saw 
them as a valuable and effective means of training the unit NO in the 
management of human relations, the subsequent accounts by the unit staff 
suggested that they were no more effective in achieving the NO's 
initial objectives than her own ' earlier attempts. The root cause of 
the difficulties remained, and the undesirable practises continued, 
although senior staff were unaware of the fact. If,.as was suggested, 
the NO in question, despite having a high level of skill in the work of 
the unit, was temperamentally unsuited to cope with the sort of attitudes 
which prevailed, the solution lay in an alternative appointment initially, 
or a concentrated effort to provide the sort of support and training which 
had instead been totally withdrawn. The resentment of most NOs at the 
withdrawal of one of their few remaining intrinsic satisfactions - the 
interviewing of applicants for posts in their units - wa.s hardly surpris­
ing in the situation in which they found themselves. Although they 
possibly expanded their non clinical work and exaggerated the difficulties.
it is likely that a successfully developed clinical role would have 
increased demands on them. Even so the solution was not to remove an 
important aspect of their work from them, but to adapt the unit sizes 
to the capacity of a NO.
Despite the problems and the alleged low morale of the NO’s there were 
compensations in varying degrees for most of them, though none 
sufficiently strong to produce convincing assertions of satisfaction 
with their lot. The two who acted up for their respective SNOs found 
considerable satisfaction in doing so, despite the added stress which 
this inevitably created at the NO level. They enjoyed both the 
responsibility, the access to the PNO, and the closer working relation­
ships with their SNOs, than existed for the NOs without acting up 
responsibilities. The recently appointed NO, although overwhelmed by 
the nature of the problems, especially with regard to medical staff, 
enjoyed a challenge and did not intend to be beaten. Thus although, 
for example, amazed by the indolent attitude of ward staff to NOs, she 
had demanded, and felt she had already achieved, an improvement.
Interpreted in the light of Hertzberg’s theory(1968)the NOs suffered most of 
the dissatisfiers in varying degrees, with the exception of salary. They 
were vulnerable to the consequences of poorly defined policy, deficiencies 
in administration and lack of.supervision. Their working conditions and 
relationships were frought .with problems arising from factors outside of 
their control. On the opposite side of the scale the situation was even 
worse. The satisfiers were almost totally absent. They lacked achieve­
ment and recognition-and although there was some satisfaction in the work 
itself this was discernible for the most part in their sense of salvaging 
crises rather than in the constructive execution of their true role. The 
question of responsibility constituted one of their greatest problems, 
owing to the lack of corresponding authority to exercise it effectively, 
and their hopes of advancement were relatively limited inside their 
organisation.
The position of the two SNOs was vastly different both from, that of the 
NOs and from each other. In the first place, both had been successful in 
achieving promotion within the Radcliffe at the inception of Salmon and 
since then to SNO level. Both had widely differing professional experience,
however, which was apparent in frequent discussions with them. The SNO 
promoted from the position of administrative sister to the PNO, had 
returned to that post following a break in her nursing career to marry 
and bring up children. Prior to this she had been matron of a psychiatric 
hospital and the attitudes brought to bear on her position in the 
Radcliffe appeared almost totally rooted in an emphasis on relationships 
and counselling and an absence of any visible recognition of the 
constraints of the structure in which such relationships must operate.
Her first position had facilitated free access to the PNO and the 
development of a close working relationship with him. The SNO promoted 
from the position of NO in the Specialties unit lacked any such 
experience of senior responsibilities but had the advantage of a more 
intimate knowledge of the hospital, having been involved in it for a 
considerably longer period and worked as a sister there. As NO with 
acting up responsibility she had gained experience in the SNO role prior 
to promotion and felt that her predecessor had tutored her skillfully.
She now had acting up responsibility to the PNO and had almost as long 
experience of this as of her own post owing to holidays, management- 
training and attendance at committees and interviews by the PNO. She had 
thus moved in two years from the responsibility of a ward to that of the 
whole Radcliffe Division. ’She had received no formal middle management- 
training and found the PNO a good teacher but admitted to feeling the 
strain of her responsibilities.
The first SNO, in addition to reiterating that such difficulties as did 
exist were due to immature behaviour on the part of both nursing and 
medical staff, and by contrast with the views of the second SNO, projected 
calm and complacency on questions of ward and administrative problems. 
Having only two NOs in her area she experienced satisfactory relationships 
with the one who acted up for her and the NO confirmed this view. The 
second NO was, however, responsible for the Theatre Unit and bitterly 
unhappy and demoralised. Both NOs had admitted to the same failure of 
clinical involvement as the remainder and both had volunteered examples 
of inexplicable medical conduct as a contributory factor in this. Never­
theless the SNO saw no major problem other than that of the inadequacy of 
the theatre NO and this she felt was being satisfactorily resolved by her 
group meetings, and would be further resolved at a future date by removing 
the main theatres from the NO’s control. The conduct of the registrars in
relation to the nursing administration was described as childish and due 
to bad example and lack- of control by the consultant. She could offer no 
suggestions to resolve this but thought it essential that nursing staff 
should learn to behave in a mature way. She had adequate freedom of 
action, as much responsibility as she wished, and satisfactory relation­
ships with and access to the PNO. The cessation of NO/PNO meetings and 
exclusion of nurses from section meetings were unfortunate but inevitable. 
All in all the problems in this area were scarcely different from those 
of the second area but their impact on the wards and NOs gave rise to 
demonstrably less concern in this SNO than in the second SNO and most of 
the NOs. In addition, the same attitude was expressed by the two remain­
ing individuals with whom she had the closest working relationships, 
namely her acting up NO and the PNO.
The second SNO was acutely anxious both because of the failure of the 
Salmon system in the Radcliffe, especially at the NO level, and at the 
inability of herself or her colleagues to offer any explanation or 
solution to this. She found the SNO position infinitely more satisfying 
than the NO level and knew that the NOs were unhappy but could not say 
why. Although grateful to the PNO and reluctant to criticise, she never- 
tbe less raised many of the points which in fact provided an explanation 
for the difficulties described. She saw that the NO’s retreat from the 
wards was a mistake, likewise the cessation of their PNO meetings and 
exclusion from section meetings. Her own failure of delegation caused 
her anxiety, as did her inability to exercise judgement in accordance 
with the PNO's requirements, but her interpretation of some PNO rulings 
by comparison with the PNO's own explanations revealed a failure of 
communications between the two in spite of frequent contact, i.e. reason 
for ruling on purchase of equipment authorisation. The same was true of 
the communications between SNO and NOs as evidenced in differing inter­
pretations of the same actions, i.e. interviewing of unit staff. In the 
same context, differing communications were carried by the two SNOs to 
the NOs, from the same PNO meeting, contributing further to the 
consequences of inadequate communications. The attitude of resentment 
and deflation with regard to failures of co-ordination between nursing
administration and medical staff, and to a lesser extent other staff, 
was if anything felt more strongly at this level in the sense that the
irresponsibility of medical staff had serious consequences for the 
hospital as a whole, over and above the personal unhappiness and 
frustration which predominated at NO level.
With regard to relationships with superiors, acting up for the PNO had led 
to more contact with the CNO than was experienced by the remainder of the 
nursing administration and resulted in the conviction that the new CNO was 
developing more constructive and effective relationships than had 
previously been the case despite being obstructed by the attitude of the 
PNO. Direct contact had resulted in a different understanding of the CNO 
attitudes and actions than had been gained via the PNO whose policy of 
concealment from the CNO, was an added cause of stress. This SNO 
deplored the failures and delays, associated, she believed, with the 
length of the Salmon line of authority and wondered whether the removal 
of at least one level would be a solution. At the same time, experience 
of acting across at NO and SNO level (on one occasion the only NO or SNO 
on duty for three units) led to the belief that the units were too big. 
Likewise, the frequent non availability of the PNO suggested the need for 
a deputy to work opposite him.
Of the two SNO’s, it seems reasonable to conclude, again in the light of 
Hertzberg’s theory, that both were protected more from the dissatisfiers 
and exposed more to the satisfiers than was the case with the NOs. Even 
so, although expressing personal satisfaction, both were limited in their 
effectiveness, partly by the nature of their problems and partly by their 
inadequate understanding of them. The relative detachment of the first 
SNO which may have been explained by a divided commitment between job and 
family, contrasted sharply with the anxiety of the second, who specified 
many examples of problems equally confronting both, but unacknowledged by 
the first. At the same time it is possible that despite her obvious 
ability, the second SNO was suffering from a relative lack of experience, 
and her inability to relate and interpret situations may have been due to 
too rapid an increase in responsibility in too short a time with 
insufficient training.
The PNO’s effectiveness was limited by a combination of defective judge­
ment, failure of communication and delegation, and counselling of NOs, 
all of which were excerbated by the prevailing medical attitudes, andas
with the NOs, circular in effect so that each reinforced the others.
The dissatisfaction and need for direction of his subordinates had 
proved too difficult to cope with and the reaction had been to instruct 
them to retreat from their units and at the same time to remove himself 
from their reach. To protect against the possible consequences of their 
mistakes, authority which should have been delegated was withheld, and 
their rejection from section meetings was accepted as an inevitable and 
irremediable consequence of defective performance. Although on his own 
admission the PNO was heavily preoccupied with acting up and committee 
work so that he was rarely directly involved with the bed crises, he was 
by the same token largely absent from the daily activities of the Division 
and, as with the NOs, the extent to which this was a partial escape from 
difficulties is a matter for speculation. In the light of this, however, 
the almost purely disciplinary nature of his only frequent contacts with 
staff was both resented and his method misunderstood. Equally, however, 
the obstructive attitude of medical staff in these situations reduced his 
potential effectiveness and as he saw it damaged his image in the eyes of 
his nursing staff. He was, therefore, in this respect as much threatened 
by medical staff attitudes and actions as the remainder and his liaison 
with the House Governor and involvement in administrative duties provided 
him with an alternative outlet to divert his attention from nursing 
problems and gain recognition elsewhere. His initial request for research 
into nursing consequences of medical actions was clearly another attempt 
to find a solution to his problems, although the conflict surrounding the 
subject did not feature in his initial representation.
A contributory factor may well have been his isolation as the only man in
a senior nursing position, to whom acceptance by senior medical staff 
(e.g. in use of their mess) was doubly important. Likewise the importance 
of making a success of this particular position as the first male nurse to 
hold this office in a large teaching hospital group was vital and may 
explain some of the difficulty.with the new CNO. As a friend of her
predecessor he had been involved in the decisions relating to the McKinsey
proposals and also felt confident of her support in the Radcliffe Division 
having been appointed by her. His subsequent inability to resolve many of 
the difficulties and limited success in the Division generally, coupled 
with the evidence of his technique for dealing with problems predisposed
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towards an attitude of concealment towards the new CNO. The failure of
THE SENIOR MEDICAL STAFF VIEW CHAPTER 6
The Consultant Interviews were carried out over a five month period 
following the analysis of the nursing staff questionnaires. The PNO 
had expressed the view that it would be helpful both to the research 
project and as management information to ask the opinion of the senior 
medical staff on nursing problems and it was decided to include questions 
on management and administration generally and in relation to the 
McKinsey study.
As the to.tal complement of UOH consultants numbered over a hundred it 
was decided in agreement with the PNO and a medical member of the 
Executive Committee to write to those clinicians who had beds allocated 
in the Radcliffe Infirmary. The four medical members of the Executive 
Committee (Medex) were asked to sign the letter requesting the interviews 
in which the support of the Medex for the project was emphasised The 
selected group of consultants proved difficult to identify owing to the 
reluctance of the Establishment Officer to discuss the situation or make 
a list of names available, and a similar reluctance on the part of the 
administration to allow visits to the ward sisters as an alternative 
source of information. To avoid further delay, the monthly lists of 
Radcliffe Registrars and House Officers was used as this listed the 
General Medical and Surgical firms of which the doctors were part. This 
method proved defective for the following reasons: (a) The Professorial
firms named only the Professor and not the clinical assistants who function 
as consultants. (b) The Junior Consultants in several surgical firms 
work principally at the Churchill Hospital whilst their seniors work at 
the Radcliffe Infirmary. (c) Some of the Specialty Consultants were not 
named on the monthly list. They had, therefore, to be identified through 
informal discussion which was not alwasy accurate.
The list of 27 consultants which was finally extracted included some or 
all of the Senior Medical Staff responsible for all of the wards in the 
survey, with the exception of the four bedded respiratory unit (ward 15).
To cover this a Consultant Anaesthetist should have been included. His 
omission was an error of selection due to inadequate knowledge of the 
organisation of this unit. Nursing staff had emphasised throughout the
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survey wliat proved to be a largely theoretical system of control of the unit 
by the clinicians whose patients used it, and the sister herself had quoted 
at length problems arising from this. A few consultants, however, and later 
on a SNO, implied that these beds were for all practical purposes under the 
control of the anaesthetists. Of the 27 consultants written to, 21 agreed 
to interviews and this represented slightly less than two thirds of the 
total number who should have been included if the names had been available. 
The final numbers were as follows:
AREA
CLINICIANS 
WITH ALLOCATED 
BEDS
NUMBER 
WRITTEN TO
NUMBER
INTERVIEWED
Medicine 14 9 9
Surgery 10 7 5
Paediatric 2 2 2
Neurosurgery 2 1 1
ENT 3 3 1
Eye 3 3 2
Accident 3 2 I
TOTAL 37 27 21
The best response was obtained from the Physicians, Paediatricians and 
Neurosurgeon. Of .the 6 who declined to give interviews 5 ignored letters 
and telephone requests and the sixth (a general.surgeon) wrote a letter 
expressing the view that this sort of study constituted spying on his 
sisters and he would not be a party to it.
An Interview Schedule was developed and tested by means of trial runs with 
two of the senior medical staff. One expressed the view that many of the 
questions were too difficult to answer without warning. After careful con­
sideration it was decided that the questions were necessary and that 
circulars of questions prior to the interviews to permit time for consider­
ation of the replies may result in a variety of differing sets of response 
depending on the level of thought or discussion and the professional or 
personal identity of other individuals whose opinions may have been sought. 
Some Consultants might thus be merely spokesmen for other opinions and the
extent to which this happened would be unknown. The final schedule c o n t a i n e d  
5 0  q u e s t i o n s  ( A p p e n ± b c 3 ) °  Most of the Consultants omitted to answer at least 
one or two. Several re~asserted that certain questions were too difficult 
to answer or simply said that they could not answer or did not know the 
answer eg: whether they thought the Salmon structure was working as
intended in the Radcliffe Infirmary.. In the second section on more general 
management questions, omissions were more usually due to unwillingness to 
answer eg "I don't wish to comment on that".
The shortest interview lasted for approximately 45 minutes and the longest 
3% hours. • The average time was approximately 1-1% hours. All but one were 
recorded on tape and complete typescripts produced. Complete analysis has 
not been carried out for this thesis but replies to many of the questions 
relating to the survey data have been extracted. In many cases replies 
were long and complex and frequently incorporated answers to other questions, 
either in addition to, or instead of, the question asked and they have in 
consequence been extremely difficult to code and summarise. In the one 
instance in which permission to use the tape recorder was refused, replies 
were recorded very briefly on the schedule and enlarged immediately following 
the interview. In one other instance the tape snapped on being run back 
after the interview and was badly damaged by the engineer in attempts to 
salvage it from the cassette so that almost half of this interview was lost. 
The following paragraphs, therefore, relate principally to 20 interviews.
It is important that the Senior Medical Staff should be aware of the 
problems of Nursing Administration. All but one (who discussed general 
administration as opposed to nursing) thought that the Consultants ought to 
be aware of the problems of the Nursing Administration but with the 
following qualifications: Total
Doubt the ability of those in post:
A McKinsey type Nursing Study needed: 
Nursing Administration is ultimately a 
medical responsibility:
Many of the problems are mutual: 
Doctors not encouraged to show an 
interest since Salmon:
At ward level only: 2 Physicians 
2 Surgeons
2 Physicians
1 Physician
4
2
1
1 Surgeon 
3 Surgeons
1
3
1 Surgeon 1
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Told by nursing administration that 
their problems were none of the 
doctor's business:
We just don't see them. Its our 
fault as much as theirs:
1 Surgeon
1 Physician
1
1
Is your contact with the Nursing Administration at present sufficient to 
understand their problems?
What does this contact consist of?
Of the 9 who had enough contact 4 said it was at ward sister level and 
this was sufficient and 2 saw the NO whenever necessary, through the 
routine operation of the Salmon structure (one a Radcliffe Physician, the 
other a Churchill surgeon). The remaining 3 communicated directly with 
the PNO or CNO on an ad hoc basis by means of attendance at various 
committees of which they were members. Three of those with insufficient 
contact also saw this as their only means of contact and 2 relied on informal 
chance meetings in the pub or elsewhere. The remaining 6 with insufficient 
contact said that it was virtually non existent and a physician said that 
this was more the doctors fault than the nurses. One said contact was
impossible unless "you happened to be on a committee’' and 2 others that
the NOs had been unintentionally squeezed out due to pressure of work.
Another said that the long Salmon line removed the top levels from reach 
and rendered communications via the line ineffective. Two of this group
and one with enough contact due to being on a Committee said that communi­
cations were pointless because the nursing administration was ineffective. 
Another Consultant said that the NOs now attended the divisional meetings 
but this was not a good idea when it was the only medical get together.
There were points which the medical staff wished to discuss in private and 
having reached a decision discuss the matter with the Nursing Administration 
along their already agreed lines. Thus depsite the fact that all the 
Consultants thought that they must be aware of the Nursing Administration 
problems, less than half thought they had enough contact to achieve this 
level of awareness and only 2 communicated routinely in the course of their 
work with the NO.
Yes: 3 Physicians 
No: 5 Physicians
6 Surgeons 
6 Surgeons 11
9
Have you any suggestions for improving the situation?
On the question of improving the situation, the answers were varied and 
five consultants could make no suggestions. The most frequently recurring 
one was to make the Salmon line work effectively;
Consultants with enough contact to know Nursing Administration problems
Comment on existing contact Suggestions for improvement
At Sister level only No suggestions
1! tt tt tt tt tt
it tt tt tt it tt
No comment Return to old system of Nursing
Administration
No comment Direct contact with PNO or CNO
We don't use the system but The Salmon System must be made to
we should workit it tt tt it tt
tt tt tt tt tt tt
Contact via NO is satisfactory it tt tt
Consultants whose contact with Nursing Administration is insufficient
Comment on existing contact Suggestions for improvement
No time for any more communicating No suggestions
The NOs don't know their own
purpose tt it
No comment Return to old system of Nursing
Administration
No comment Direct contact with top level
The NOs won’t talk to us The Salmon system must be made to
It is more our fault than theirs work
(the NOs) it it it
I don’t approve of the system but
must use it tt tt tt
The NOs should be in uniform it tt tt
We have no confidence in them
(the NOs) tt tt tt
Its up to the NOs to come to us it it tt
Maybe should have formal meetings
with NOs tt it tt
These comments were distributed across all groups of general and specialty 
physicians and surgeons. When asked what they saw to be the main problem 
in administering nursing services half of the consultants said that shortage 
of nurses was the key problem and seven said that shortage of money and 
inability to recruit were causes of the shortage. Three thought that the 
clash between service and nurse training needs constituted in the words of
one "an incompatible equation" and three thought the main problem was the 
pre-occupation with trying to make a defective system (Salmon) work. Four 
were unable to answer the question and had in fact already said that their 
contact was insufficient. Points which were raised only once by individual 
consultants were:
The quality of the nursing administrators may not be good enough.
They appear not to have enough information to do a good job.
They have to improve their image - be seen to be doing something effective 
by nursing and medical staff instead of just getting in the way.
They are coping with a sinking ship ..... so busy just keeping it going 
that they haven't time to think.
One surgeon asserted that they had their priorities all wrong because they 
had been unable to meet his request for extra nurses on the grounds of 
shortage of money, following which a notice had appeared inviting suggest­
ions for the expenditure of some spare money on a social amenity for the 
staff. (The fact that this was outside of the nursing administrations' 
control or staff budget was clearly irrelevant as far as this consultant 
was concerned). Equally, many of the asertions of ineffectiveness related 
to the inability of the nursing administration to produce more nurses who, 
at the same time, in the consultants' opinion were neither available to 
recruit, nor employable if available, because of lack of money.
Did the consultants think in 1966 that some reorganisation was necessary? 
Only 2 said that it definitely had not been necessary but 5 said that they 
probably would have said no because they had never given any thought to 
such things then. One did not answer and 4 did not know, but 8 said that 
some revision of an old system was necessary. Most of these added, however, 
that a Salmon type system was either the wrong thing or only half of the 
answer, the other being a clinical arm. (Many of the additional comments 
here were in effect opinions on the Salmon principle and how it was working 
in the Radcliffe, two questions which followed immediately on from the 
question on the need for reorganisation.)
What did they think of the Salmon structure as a method of administering 
the nursing service
The basic elements of the system were briefly outlined to each consultant
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before asking this question. Only 2 were clearly aware of the actual 
content of the report and three others said they had looked at it ages 
ago. Eight said their opinions were based instead on their personal 
observations and on discussions with nursing and medical staff. Thirteen 
consultants said they agreed with the principle of the Salmon structure 
but 9 of these had some reservations which were:
No of Consultants
1 The absence of a parallel structure for clinical
promotion: 7
2 Its success was dependent on enough money, and
character of personnel^ 1
3 The top level is so wildly divorced from what the
real problems are: 1
Seven disagreed with the structure and for 2 of these the absence of
clinical advancement for nurses was again quoted as the reason for their 
disapproval. In addition, 3 of those who said they agreed went on at a 
later stage to contradict this view. One example of this, from a 
Consultant who had agreed with the Salmon principle, was: "Salmon was a 
fundamental mistake .... the aim was to get more money for nurses and they 
should have pushed this instead of being pushed into the idea that it could 
only be gained academically or administratively - this was easier to sell 
to the civil servants and politicians but they should have stuck to a 
straight fight on the moral issue." Another said that he had bent over 
backwards to defend it but liked it less and less. "I am worried at what
is happening to ward sisters because of it ..... the top is fine .....  but
it’s these middle people floating around the hospital who I think are rather 
ineffective One consultant said that he had opposed it initially
as an undesirable increase in bureacracy, but he now thought that it had 
made a useful contribution which, however, was probably more apparent to the 
nurses themselves than to anyone else. Another said that along with the 
many recent changes had come an awareness of each others problems, which 
was good, but one could not say which of the changes was responsible for 
this. He added that if Salmon would only give a career structure to 
nursing nurses the antagonism of the medical profession would evaporate 
overnight.
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Was Salmon working as it was Intended to?
Seven consultants though that it was, 3 that it was not, and the remainder 
did not know. Although few consultants were able to make specific comments 
in reply to this question, there were frequent implied criticisms of what 
they saw as misinterpretation of the NO role during the course of the 
interviews. The following extract is a typical observation expressed in 
more detail than most: "We have asked the No 7s to come on our ward rounds
in order to have continuity of endeavour right through, but they are almost 
entirely involved with what I look on as minor administrative problems- that 
they shouldn't be doing, and they don't have time for the administrative 
nursing problems. What they are doing is taking the sisters from non 
nursing duties. The result is that the organisation has become bureaucra­
tised. The lay staff, like engineers and carpenters and folk who use.:, to 
work closely with the ward sister and things got done quickly, now I think
work through a chain of command. It has become very bureaucratic, moreover,
the nurses lose some of their training in management." Two others commented 
resentfully on the absurdity of a ward sister having to submit a request 
via the NO for something so trivial as, eg:-a broken electric light bulb, and 
several cirticised what they saw as a complete failure of delegation 
resulting in everything having to go right through the Salmon line and 
back again. Two described the result as "like the parlour game where you
pass a remark round and it changes as it goes round..." and another remarked
these girls are not trained as administrators, they have got to learn 
the job... " Another consultant made the same criticism. One consultant, 
however, who voiced opposition in reply to all of the Salmon questions added 
in reply to this one, "I think the situation is rather worse than better 
these last couple of years but..... I recognise that bigger strains and 
more demands have been made on the nursing staff ...» the number of girls 
has not increased accordingly... It is very unfair of me to criticise, or 
appear to criticise those in the Salmon 7, 8, 9 positions. They have had an 
intolerable burden placed on them." Another said, "The more you know about 
Salmon, the less you are willing to lay at its door all the problems of the 
nursing service. I think theyexisted before Salmon." Paradoxically, 2. 
who thought Salmon was working as intended quoted as examples, situations 
in which the NO had been by-passed and action achieved by means of contact 
with a higher level.
Had the Consultants noticed any changes, either good or bad in the
efficiency of the Nursing Administration during the last year or two?
Don’t Know An Improvement No Improvement A Deterioration 
6 4 2 7
An Improvement and a Deterioration 
1
Two who did not know remarked that there had been "A constant shortage of 
nurses" "changes which were not due to Salmon". The two who said there 
had been no improvement made similar points: "There has been a loss of
good sisters" "It is not necessarily the fault of Salmon". Amongst those 
who thought the situation had deteriorated the following comments were 
added: "There has been a constant shortage of staff", "The morale has
deteriorated generally, also the relationships between sisters and their 
superiors." "The senior nurse administrators don't know whats going on." 
"The situation is not Salmon's fault." One consultant said that the 
administration had improved in one sense, in that the consultants and 
nursing staff were more in touch with one another and, therefore, more 
involved and this was good, but "we have got much closer and in fact we are 
so close that we are frustrated by the administration not being better than 
it is." A minority were emphatic in criticising alleged faults of specific 
individuals and of their appointments to their posts, and although some of 
the criticisms were borne out in the NA interviews, others appeared patently 
prejudiced. Following on from this the consultants were asked to comment 
on whether the aims of Salmon (as specified in a DHSS circular) had been 
achieved. This was in three parts:
1 To improve patient care by relieving sisters of administrative duties 
Definitely no Some improvement A deterioration Don't Know 
10 5 2 3
From those who said no, the following additional comments were made? 
a The unit NO should be the most senior sister on the unit and retain 
responsibility for her ward and be advisor and teacher to young 
sisters. (1 consultant) 
b The sisters need to retain administrative control and be relieved of 
domestic and ancillary work, eg:- housekeeping teams and top up of 
supplies, etc. (1 consultant)
The 2 consultants who said there had been a deterioration said that this 
was due to shortage of nurses, not Salmon, but another said that the 
problem was failure to provide continuity of care between shifts and on 
being asked whether this could be said to be a fault of the Salmon system 
said "I insist this is_ Salmon. Until they get the nurses working three 
eight hour shifts the patient care will suffer." Another consultant who 
was doubtful repeated the need for relief from domestic and ancillary 
responsibilities. Of those who felt that care had improved, one said 
this had been due to getting a good sister, and another that despite the 
improvement there was a lot of grumbling-because the sisters and NOs . 
were unsure of their areas of responsibility. Their roles had never been 
properly defined.
To enable nurses to make a more effective contribution to the management 
of the hospital
Yes No t Don't know They did before Salmon Not answered
12 3 1 1 ...,.3
Three consultants who thought this objective had been achieved added 
that it was not a good thing because nurses were not necessarily good as 
administrators. Amongst those who disagreed, one said, "I am distressed 
at a situation where good nurses are turned into second rate bureaucrats" 
and "They (the nursing administrators) are not doing that (contributing 
to management) because they are so cluttered with silly things. They 
have no time either to teach the 5s and 6s (staff nurses and sisters) 
management, or to coordinate with the doctors. That has failed."
Another said, "I very rarely see a 9 (PNO); 9s as far as I can see 
aren’t seen by doctors. I suppose they come into the medical committee's 
structure. They come into the section meetings but they hardly open 
their mouths and that's a fault really. I mean they are supposed to 
be part of the section and they don't say boo to a goose." Of the same 
meetings another physician said, "I am sure this (the second objective) 
is right but how much is Salmon and how much McKinsey, I don't know.
There isn't any doubt the partnership exists and works, and we know very 
much more about each others problems than we did before - not only on 
the Executive Committee but on the Medicine Section Meetings *- we have 
sisters who come and speak up and tell us about their problems."
Another consul-tant who did not know whether this objective had been 
achieved said that he disagreed with the idea that Salmon had been 
needed for this, "It would have come anyway" regardless of whether
1 there had been a Salmon system implemented.
3 To provide an improved career structure for nurses 
Xes No Not sure • Not answered
8 8 1 3 
Five of the 8 who felt this had been achieved repeated their earlier 
reservations ie : It was good in principle but only if it incorporated 
a clinical promotion line in parallel with administration. One who 
was not sure stressed this also, and pointed out that as a physician 
he was less badly affected, because when a general medical (or surgical) 
sister gained promotion there was always a good selection of suitable 
candidates as replacements but in specialties this was not the case.
It took so long for a sister to become really good in, for example, 
neurosurgery or paediatrics that frequent replacements were impossible 
for those consultants. Amongst those who thought the third objective 
had not been achieved 3 more repeated the need for a clinical career 
structure. One pointed out that the evidence was that the administra­
tive nurses did not find their jobs more satisfying, and another that 
they were not trained in administration and they could probably do with 
some help from lay administrators. Another said, "Certainly this ~ no 
doctor would feel that he had been advanced by being taken away from his 
patients, and I don't understand the reasoning why this is success in 
nursing, no longer to deal with sick people." An interesting comment 
came from a consultant who, by implication, drew a parallel between the 
job of the consultant and that of the CNO and PNO : "I'm not so happy 
about the third point. It does seem to me like the young doctors, many 
of whom wouldn't exchange themselves with me for all the tea in China, 
because I seem to have stopped seeing patients and spend a good half 
of my time on ethical problems, deciding whether additional beds should 
be given to geriatrics or chest disease - which I'm not really interes­
ted whether they go to Geriatrics or Chest - I want to do my job, but 
I ’ve now reached the top of the tree and I have to do this. I don't 
like it actually and I ’m sure plenty of nurses would feel the same."
Within the existing limitations of finance and nurses available at the
Radcliffe, would you say that the nursing service is administered as well 
or not as well as possible?
Yes Think so No Don't think so Don't know
5 2 5 4 4
Several consultants attempted to suggest causes of failure but few could 
make suggestions for improvement. One who thought things were as well run 
as possible in the circumstances said that with the overwhelming turnover 
of work, it was i*emarkable how well the Nursing Administration did manage 
and "the even temper and cooperation one gets when ringing the office 
about problems is extremely good." One who could not say whether it was 
well administered or not said that with all the problems facing them it 
would be very surprising if it were. Another who did not think so said 
that there appeared to be no firm grasp on the situation by any one persons 
"We are told constantly there aren't enough nurses one week, then a short 
time later there are enough. They are in a difficult period but I think it 
is improving". One consultant specified five problems which he though might 
now be capable of solution simply because' the nurses now recognised their 
existence:
1 Conflict between service and teaching needs - not because of any 
malignant motive.
2 Wasteful deployment of nurses because of medical staff demands.
3 Excessive, unfair, and unsafe use of student nurses on night duty.
4 Three different establishments, the one laid down, the financial one 
allowed, the actual people in post.
5 The establishment being too difficult for nurses to cope with and 
needing a specialist with computer expertise.
Two thought that shortage of nurses was an insurmountable problem and 
another, failure of communications in all directions. Another view was 
that there was a need for a long hard look at the system from the number 
eights (SNOs) downwards, but two said that the key area was the sister.
One of these thought if the sister was good enough she would still manage 
even without enough nurses and regardless of the administration. The other 
thought that the sister's position must be strengthened by maximum delega­
tion from above ward level, and by being given enough of each category of 
staff to carry out these responsibilities. One other consultant said that
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he did not believe even efficient administration to be the be all and end 
all- - the senior nurses were not sufficiently critical of the standard of 
practise of the nurses in the way that the teachers were, and this was their 
weakness, but he thought that they also had a problem of communications with 
the doctors.
Are you satisfied that the present level of teaching given to the students 
and pupil nurses on the wards and departments is sufficient to ensure 
adequate standards of care for the patients?
In addition to this question the consultants were also asked whether they 
thought clinicians should be directly involved in ward teaching and what 
they though of the introduction of clinical instructors. Replies to the 
question on adequacy of teaching :
Don’t know Think so Varies Don't think so Definitely no
6 . 2 2  1 9
Thirteen Consultants added that inadequate ward teaching was because of 
the fast turnover and pressure of work which prevented sisters from 
supervising or teaching.
Should Senior Medical Staff do ward teaching?
Fourteen consultants said clinicians should teach the studeiit nurses on the 
wards but 3 had abandoned weekly seminars because the nurses were too busy 
to attend them; 4 said that registrars already did a lot of teaching and 1 
thought that housemen could do so too. However, 3 stressed the need to keep 
it simple because it was both undesirable and unnecessary to pitch it at 
medical student level. Another consultant pointed out in answer to another 
question that from experience in marking student nurse examinations he would 
estimate that 25% were of medical student potential. Seven consultants
stressed the need to return to an emphasis on the nursing implications
because everything had become so technical and complex that nursing had 
suffered. One of these said: "I think the physicians are terribly busy -
this leads to the fact that we don't have as intimate communication between
doctors and nurses as we ought to have and this was one of the successes of 
nursing 30 years ago. When rounds were made nursing care was emphasised as 
important in taking care of the patient. Nowadays, with modern therapy so 
complex and effective, for good or ill one hears very little emphasis on
nursing care as being an important thing in determining a patient's outcome. 
This is too bad and it has led as I say to a breakdown in communications 
between doctors and nurses."
Two consultants were very much opposed to the block system of student 
training and one said that if you tried it with medical students or any 
other students they would rebel. Because of the blocks and the GNC’s 
requirements that the students should spend their three years cramming in 
bits of experience in numerous different specialties they were moved around 
far too frequently. They were unable to develop a relationship with any 
sister or 'become part of a team or consolidate basic knowledge. Another 
consultant said that the only time you see any spare students around when 
the ward is quiet enough to do any teaching is in the afternoon, and as 
sure as this happens the sister is off duty so no teaching is done.
One consultant who felt that consultants must carry much more responsibility 
for nurses problems than they had previously done made the following 
comment: "I think that my own profession has an inadequate appreciation of
the problems that face nurses and if something could be done which brought 
these two together, and helped them to appreciate each others difficulties 
to a greater extent than they do, this would be to the good of both. I 
don't know whether what you asked me would necessarily bring this about*
I think that as doctors we should try and do all we can both to teach nurses
a bit and to encourage them, and I think all to often we tend to look on
them as just someone there to do the work, and it is as much as you can do 
to say good morning and realise that they are in the room, and this, I think 
is terribly wrong. They are an essential cog in the future of medicine, and 
if we cannot maintain the numbers adequately, then all the advances we can 
make and are making come to naught."
Are Clinical Instructors desirable?
Three consultants had no views on the use of Clinical Instructors in the 
wards and 3 others regarded them as undesirable but necessary when the 
sisters were so busy. Seven approved of the idea but 8 were opposed to it 
and said that clinical teaching was the sister's responsibility. One said, 
"I think that if you had medical students and had them taught by doctors 
who never did any practical work, they wouldn't have very much confidence
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at times in what they were taught, and would not want to go to these people; 
they would go to the people who were doing the job." Another thought that 
"wards were at the stage in any case where one sister was no longer going 
to be sufficient and you must provide enough sister cover to meet the 
teaching needs as well. It didn't matter what you called them....* it would 
be better to forget the traditional terminology of sister and senior staff 
nurse or deputy, etc" One suggestion was that sisters and tutoring staff 
should change places in a rotating system. This would give the sister a 
break from the excessive pressures of the wards and provide her with a 
sabbatical in which she could get up to date with her specialty and do some 
teaching, and the tutors could get up to date with the practical implica­
tions of their teaching and with nursing problems on the wards.
Should students be supernumerary?
Only five consultants agreed with the idea that student nurses should have 
full student status and be supernumerary to the ward establishment, and 
three of these said that in practise it was completely impossible to 
achieve:
A desirable Ideal but Apprenticeship Combination Other
ideal impossible training essential
2 2  11 3 2
Eleven were opposed to the idea; the practical nature of nursing and the 
importance of learning by responsibility, participation and experience of 
nurse patient relationships, were all stressed repeatedly. Three consul­
tants, however, felt that ideally the training should be a combination of 
both and another felt that it would depend on the outcome and there was 
insufficient experience of alternatives to the traditional method to know 
which was best. The importance of sufficient trained nurse support for the 
sister to enable adequate supervision and teaching were again raised by 
several of the consultants. One added that this applied not only to the 
SRN students but to nurses who had already gained their SRN and were 
employed as post-registration students for speciMlst certificates:
"One of the methods of solving the staff shortage has been putting on a 
course, because having a course you have more hands. As I have pointed 
out in the past, this is a fallacious argument. If you are going to run 
a course you need more trained people, not less, because the trained people 
need to divide their time with teaching instead of giving all their time to 
their ordinary duties.”
187
Adequacy of Staffing levels
When asked to comment on the adequacy of the level of staff generally on 
their wards or departments, there were again very few straightforward 
answers. Many were combined with reasons for the reply but for the most 
part the staffing levels were said to be inadequate:
Adequate 
1
3 
1
1
Of the majority of consultants who felt the staffing level to be inadequate,
the question was asked, what from their observations were the consequences
of this inadequacy. There were in all thirty six comments in reply to this 
question and several were made by more than one consultant. Analysis of 
the comments shows that defects in basic nursing care appear to feature 
most frequently in the opinion of the senior medical staff. The entire 
range of comments is listed below together with the number of consultants
who made the remark.
Varies Additional comments
5 1 None
1 In the special care units
Only because of sister's ability
4 Need more trained staff
2 Because of sister's incompetence
3 Because of old buildings etc
Since new medical ontake rota
2 Because of student blocks
and holidays
1 Because male wards are heavier
2 Because female wards are heavier
2 1 Because of fluctuating work load
1 Because of fluctuating recruit­
ment
1 Need for more auxiliaries
5 Because there is no allowance
for sickness/absence, etc
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General Nursing Care
There is a general lowering of standards 7
Critically ill get nurses and remainder are neglected 2
Patients’ bells are unanswered 1
Patients are not screened off when they need to be 1
Patients fall out of bed unnoticed 1
Patients have died xdLthout the doctor being called 1
Children are tense due to being pushed around 1
Wrong feeds given 1
Patients are left unwashed 1
Patients are left in wet beds 2
Patients are not turned enough 1
Patients develop bedsores 1
There is insufficient mouth care 1
There is insufficient eye care 1
Inhalation asphyxia 1
23
Treatment and.Observation
Patients are given the wrong medication 3
Patients are not given their medication 3
Dressings are not done 1
Treatments are omitted 1
Treatments are delayed 1
Special treatments cannot be arranged 1
Failure to observe or report finished or blocked IVI* 2
Errors in recording blood pressure, weight etc 1
13
Organisation and teaching
Sister too busy to do rounds (communication failure) 2
Nurse in charge doesn’t know the patients 1
Existing staff time wasted supervising trained nurses 1
Sister washing up at weekends 1
Phone not answered 1
With untrained sisters Muddle becomes complete chaos 1
Post graduate seminars impossible 1
No student nurse teaching 1
* IVI: Intravenous infusion.
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Tempers get frayed 
Doctors get ignored 
Loss of motivation
2
1
1
Complaints from patients and relatives * 1
14
The three different types of remark were generally made by physicians and 
surgeons alike with the exception of one specialty ie: the orthopaedic
wards, in which the comment was related exclusively to omission of basic 
nursing care and the consequences of this in both male and female wards.
NB : All of these remarks were descriptions of the consultants own
observations as opposed to speculation on hypothetical situations.
Use of Nursing Auxiliaries, Male Nurses, Nurses in Special departments and 
extension of nursing role into medical duties
Although separate questions were included on each of these topics in view 
of the shortage of nurses, the answers were so complex and overlapping that 
it was difficult to separate them. In general, increased use of auxiliaries 
was regarded as undesirable but essential, A minority said or implied 
that they were in fact entirely acceptable and could make very good nurses, 
even in specialised areas. A minority thought the increase use of male 
nurses undesirable but in general they were thought acceptable. Several 
felt that they could be more useful in administration than in clinical areas 
and that they would tend to move towards this because of salary considera­
tions. Equally, however, inadequate remuneration would inhibit the recruit­
ment of men into nursing in large numbers. Although the majority could see 
no reason why nurses should not take over traditionally medical tasks, from 
the point of view of competence, several were opposed to it on the grounds 
that'this would lead to further deficiencies in basic nursing care. Almost 
all were in agreement with the idea that a new look should be taken at the 
deployment of large numbers of nurses in operating theatres, out patient 
departments etc, whilst at the same time insisting that such areas did need 
nurses, probably complemented by other categories of staff.
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Causes of Pressure
Following on from this question the consultants were shown the list of 
causes of pressure indicated by the sisters. They were asked to select 
the causes which in their experience created the greatest difficulties. 
Their selection and the number of times each was named were as follows:
1 Inadequate number of nurses . 15
2 General complexity of work 14
3 Fluctuation in work load 13
4 Failures in communications 9
5 Inadequate equipment 5
6 Training requirements of nurses 5
7 Difficulties with relatives 5
8 Defective ward housekeeping service 4
9 Defective ward secretary service 4
10 Shortage of medical staff 2
ADDITIONAL COMMENTS 
Inadequate number of nurses
This was immediately named by the majority as the first or only important 
cause of pressure.
General Complexity of Work
The consultants attached proportionately more importance to this than did 
the sisters. For several it was viewed as the most important and two said 
that it would get worse. Two more additional comments were that it was due 
to the increase in medical staff and that the number of routine investiga­
tions had rocketed, resulting in delays which caused patients to be kept in 
hospital longer than necessary.
Fluctuation in Work Load
This was said by two consultants to be due to bad medical organisation and 
the ontake system and another said it reflected the need for an admission 
ward, but in general it was regarded as something which just happened and 
the nursing service had to cope with it, albeit with more nurses.
Failures in Communications
Two consultants said that the doctors were largely to blame for this but 
three specified other causes. One said the NOs should wear uniform and 
another that they should do ward rounds. Another blamed the fast patient 
turnover and nursing hours of duty.
Difficulty with Relatives
Of the five who said this was a problem, two said that it was associated 
with a failure by the doctors to speak to relatives when necessary, 
particularly when a patient had died. Often the relatives were referred 
directly to the head porter for advice and information. (It was explained 
that he was very competent but that the relatives had the right to be 
spoken to by the doctors in these situations,,) Another consultant said 
that the sisters no longer put enough pressure on the doctors to do the 
job properly, and this included demanding of the doctors that they arrange 
to meet relatives when necessary.
The whole question of pressure-on the sisters was one of uncertainty for
many of the consultants, however, and several declined to comment on it.
Three said they preferred not to attempt it and several of those who did 
reply said that they couldn't be sure as the sisters were the only ones 
who could really say. One consultant said that he hoped the registrars 
would be interviewed as they were the ones who were involved with the wards 
- the consultants were not there enough to say what the situation was really 
like. The consultants were equally reticent on the subject of the Sister’s 
contribution in decisions concerning the work load and on the adequacy of 
the sisters authority in the ward situation. These were additional
questions which were not asked in the earlier interviews. Of those asked
however the only replies regarding control of the work load were to the 
effect that it was the job of the sister to manage the ward, which involved 
coping with whatever medical work load it contained. When told that many 
sisters felt they had insufficient authority to control and coordinate the 
work of a multitude of medical and paramedical staff no consultant was 
able to offer any suggestion which might help to improve this situation.
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Existence of Strains between Staff Groups
Following the discussions on the pressure at ward level, the consultants 
were asked to what extent, if at all, they were conscious of conflict or 
strain between the three elements of the tripartite structure within the 
hospital. Secondly, if they were conscious of such strains, at what level 
in the organisation did it manifest itself ies at ward level or above.
Only nine consultants felt that there was definite conflict within the 
hospital. Three of these felt that it was associated with problems at 
Senior levels which did not impinge on the wards but of the remaining six 
the reverse was true. One of the three who felt that such problems existed 
above the ward level said, "The nurses on the wards don’t complain about 
the added work we asked them to do - more blood pressures, more this, more 
that - they do it, and as far as I can see quite willingly."
Two of those who felt that there was conflict at ward level said that it 
was entirely due to pressure of work and another said that because of this 
pressure the patients suffered most of alls "....There’s tremendous 
pressure, so it means there’s no real organisation. The hospital only ticks 
because there are beds from people dying ..... somebody may come in and be
shunted around before they land up in a bed. This makes it jolly hard for
the housemen and the sister's who are involved. They are more buffeted 
around by these things. These are real personal problems, with a patient 
who is sick and who wants to get into bed and how the hell can you find a 
bed for them. I think this is the most difficult thing in the hospital."
Two consultants thought that the situation was, "not too bad" and two in 
fact good: "Couldn’t be better in our department"(since McKinsey) and
"Although McKinsey did my department nothing but harm ..... the organisation 
as a whole has improved." Five consultants were not sure and of these 
four said they did not think there was any strain and the fifth that he got 
the impression that there was an. undertone of conflict at the senior levels 
but this did not affect the wards. Of the remainder, two felt that there 
need be no difficulty but it depended on personalities. The remaining one
thought that although he experienced no problems others did "... not with
me ..... I hear my colleagues chuntering .... if these people (the NOs) 
would stop talking and stop getting their papers right, and roll up their
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sleeves and do some work, we’d get on all right,’ but I don’t know what its 
based on. I do know that there were some suggestions that when there was a 
shortage of nursing staff the Nursing Administration were very dilatory in 
advertising and employing people, and didn’t seem to realise the urgency 
of the situation and were concerned with balancing the books rather than 
getting the work done. This kind of criticism is made but I don’t know 
whether it is true in fact.”
The Radcliffe Turnover
In view of the emphasis throughout this study on the effects of the rapid 
turnover of patients in the Radcliffe, several questions were asked con­
cerning the length of stay. All but three of the consultants thought that 
the falling trend of the past ten years (quarter of a day per year on aver­
age) was likely to continue. There were several references to a recent 
study by a local general practitioner which had suggested that many bed 
days were wasted by patients who were capable of being discharged to the 
care of their GPs. (Lowden 1970) Two consultants quoted examples of wasted 
bed days due to unnecessary occupancy by patients who should never be admit­
ted eg : outpatients who lived too far from hospital to travel to and fro 
for treatment; outpatients admitted for minor surgery because of defective 
outpatient facilities (the inadequacy of OP facilities was referred to in 
several interviews), Another example given of alleged bed wastage 
was in the continuance of relatively long stays (eg two weeks) for patients 
who on the basis of sound research findings could safely be discharged 
after I4.8 hours. This consultant thought that a wide range of conditions 
could be subjected to the same scrutiny but the problem was that no one 
could make a clinician act on such matters. The benefit of such action 
would be in vacating large numbers of beds so that the high proportion 
of very ill patients, at present squeezed out far too early, could be 
allowed a safer length of stay.
Determining the length of stay
Despite the almost unanimous prediction of a further drop in the length 
of stay many of the consultants were uneasy about the effects of this. 
Equally, however, questioning them on the existence of an optimal length of 
stay for diagnostic groups or specialties produced in general a defensive
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reaction. Although there were suggestions that research was needed, the 
emphasis remained on the clinicians right to decide for himself. »Again, 
despite the fact that many consultants attributed the short length of stay 
to pressure on beds, only one or two included this when asked to specify 
their normal criteria for deciding that a patient should be discharged. The 
remainder asserted that their decision was based on the patients clinical 
condition and home conditions. (The analysis of patient questionnaires 
especially with regard to home conditions for certain groups of patients 
does not support this, see Chapter 9,)
Reasons for the Short Lenght of Stay
With only two exceptions the dual role of the hospital was referred to.
This was said to make the pressures on the hospital unique and although 
several consultants felt that they had an obligation to meet the community 
needs, there were numerous expressions of concern on the subject. The 
majority view was that it was a matter of expediency, not design. One 
consultant said, "It is one of the sad things about the whole thing, that 
we are held up as an example to the rest of the.country," and another 
said that the length of stay was already at a dangerously low level and 
should be raised. It was nothing to be proud of. Another consultant 
described the build up of post graduate medical education on top of the 
medical school and the service needs of the community, and saids "We are 
trying to be the Hammersmith, a London Teaching Hospital and St James’s 
Balham all rolled into one, and it's impossible," and "We are so obsessed 
with getting the science right that we are losing out on the humanity 
nursingwise, but especially doctor wise. If I were a patient and a 
layman I should be worried," The consultants were divided equally on the 
desirability of further reducing the length of stay. Half were in favour 
and half were opposed to it.
Effects of the Short Length of Stay
None of the consultants thought that the hospital could, in fact, cope with 
any further increase in turnover and most said that it was already stretched 
to the li.mit or beyond. When questioned on the adequacy of general 
practitioner services to cope with the early discharge, all but one 
emphasised that the standard was excellent, or better than had been
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experienced anywhere else. The only complaint was of the advent of rotas 
and telephone answering services which placed the GP out of reach.
Although there were certain advantages to patients in having a short stay, 
there were many more examples quoted of the disadvantages both for the 
patients actually in hospital and for those discharged early and their 
relatives. These ranged from difficulty and worries for individuals to 
unnecessary and counter productive clinical consequences. Some examples of 
these opinions were:
i "It works both ways. I don't think we should be complacent about it.
It involves tremendous wear and tear on the nerves of nursing staff 
and medical staff. Some people reach a point where they can't take it 
any more."
ii "Anybody who believes things are great is crazy because everything is 
done in much too much of a rush and it's not surprising if errors 
occur."
iii "1 think they are quite honestly very near breaking point, They have 
been saying they are for years but the ominous signs were there this 
autumn before we even started. (The seasonal increase in medical 
emergencies.) The system could, I think, breakdown. It hasn't broken 
down largely because of the devotion to duty of a number of people, 
amongst whom the sisters come very high, but it seems to me we are 
getting perilously near the point when we could have to say we can no 
longer do this."
(This last remark was, to a large extent borne out by statistics produced 
by the Medical Admissions Officer who demonstrated that the traditional 
pattern of a summer time trough and winter peak in the workload had by the 
winter of 1971 disappeared. In practical terms the nursing staff have thus 
lost their only respite from the pressure. The peak staff holiday period 
is no longer compensated by a reduction in intensity of work and the most 
recent winter occupancy figures reached an all time peak of over 907. - a 
figure which had to be met by staff already tired from the unabated summer 
workload).
The McKinsey Study
Questions were asked on the desirability of the McKinsey study and on its 
results. From the replies of most of the consultants it became obvious that
McKinsey was synonymous either exclusively or principally with the forma­
tion of the Executive Committee. This was viewd by the majority as being 
so far good and in fact the only implemented recommendation. Only four were 
wholly opposed to the principle of senior medical staff involving themselves 
in management and they neither desired nor would accept election to the 
Executive body. Two felt that organisations such as the UOH called for the 
best in professional management such as Harvard Business School Graduates. 
Managers of this calibre would be welcomed by medical staff and infinitely 
preferable to untrained consultants dabbling in management. One Consultant 
who had expressed many more conservative than progressive views, and an 
alarming degree of complacency in quoting consequences of pressure and 
unsupervised nurses, said of the Executive Committee, "Actually I don’t mind 
being pushed around a bit if it can be shown to be for the general good." 
Another thought that the election of members to the Executive Committee 
would ultimately result in an erosion of participation in Medical Staff 
Council activities, so that eventually consultants would scarcely ever see 
each other, and election to Medex would not be based on good working 
knowledge of candidates abilities. The latter if elected would be less and 
less representative and progressively less suitable. The first four would 
be the best, the second four, second best and so on.
Associated with these views on the McKinsey proposals was the inescapable 
observation, that, of those interviewed, Medex, and especially ex Medex 
members, were vastly more consistent and constructive in their expressions 
of opinion than most of the remainder, and their Committee involvement in 
previous discussion and thought on many of the questions obvious. Whether 
their knowledge and interest had influenced their election, or their member­
ship had produced this change is not known but it seems that the latter is 
most likely and there were various references to the fact eg: "I think
this whole concept of 'them1 (the administration) as oppossed to 'us' 
(clinicians, registrar, housemen, ward sister, almoner) will change ... as 
nurses and people like me get put on Medex «... you then wear two hats, 
you.'re 'them' part of the week and 'us' part of the week, and at least under 
these circumstances, communications will improve." The operation of the 
McKinsey Divisions was of infinitely less importance, and whereas the 
participation of the top nursing management at Executive level was
acceptable, the involvement of middle management at divisional level was 
quite different. The emphasis was on "our sections" to which nursing staff 
were invited (or excluded as was shown in Chapter 5). Although NOs and 
SNOs were admitted to the Medical Section meetings they were said by two 
physicians to make no contribution, unlike sisters who when present did 
participate.
Priorities for further expenditure
More nurses and more middle grade doctors were mentioned most frequently as 
first priorities for further expenditure. 11 specified nurses and 7 
doctors. 6 named better X-ray and laboratory facilities, 6 expanded out­
patients facilities, which were frequently said to be totally inadequate, 
and 2 an admissions ward 4 said better buildings and 4 more beds. The 
rapid completion of the new hospital, it was said, could not be more urgent. 
One suggested a McKinsey type study of nursing services and another, expert 
training for more able nurses to do the top jobs.
Medical Staff Problems
When asked whether medical staff problems in the Radcliffe were typical of 
the service generally or in any way special, six thought they were typical, 
but eight said the doctors and consultants had to work far harder than was 
the case in other hospitals. Four thought this was because of the prolifer­
ation of specialties and the absence of a service hospital and another, the 
wide catchment area. One expressed anxiety at the increasing trend towards 
specialisation in medical education and one asserted that much of the under­
graduate supervision fell to the non university staff because of the lack of 
interest of Nuffield Professors in this, as opposed to post graduate work, 
and this increased their already severe pressures.
Additional Comments
When asked to raise any additional points which had not been covered most of 
the consultants felt- that the important issues had been discussed. Five 
however suggested looking at the Admissions System, the Appintment System, 
the organisation of the Surgeons, better communications with Community 
Services, and organisation of patient areas as units rather than separate 
wards. Finally a suggestion was made to carry out r e s e a r c h  into the cause
of the discrepancy between the. UOH need for nurses and the establishment 
allowed according to D11SS recommendations. From the point of view of 
future management of problems, one consultant felt that the Nursing 
Administration would be heard in a way which had not been possible before 
the new structure. Medical power had been such that a new consultant could 
be appointed regardless of the suitability and consequence for nursing 
services and they had got away with it, but this sort of thing would not be 
permitted in future.
SUMMARY AND DISCUSSION
A major reservation on any findings or conclusions of the consultant inter- 
viewes derives from the fact that they could in no sense be regarded as 
representative. From a complement of over 130 consultants only 26 were 
approached and of these 21 participated. They do nevertheless constitute 
an important minority in their positions as senior medical staff responsible 
for the majority of the beds in the Radcliffe Nursing Division of the UOH.
It is not possible to assess the extent to which they constitute a biased 
minority, or if they did, to determine the origin or direction of their 
bias. The relatively high response could be interpreted as a desire on the 
part of some to contribute to a solution to problems, or a willingness to 
support the cause of medical solidarity on the McKinsey structures by 
responding to the request of Medex for their participation. Equally it 
could have represented (as it appeared to for one or two consultants) an 
opportunity to put on record their vehemently expressed ciritcisms of 
Senior Nursing Staff in particular and bureaucratic organisations in 
general. A concise summary is rendered virtually impossible by the 
ambiguity and ambivalance manifested in the majority of replies but the 
Consultant Interviews did confirm in certain respects the assertions of 
the Senior Nursing Staff whilst at the same time producing evidence of mis­
conceptions regarding medical staff attitudes in general.
Despite the fact that all but one thought they should be aware of Nursing 
Administration (NA) problem^ less than half had sufficient contact with 
members of the NA to provide sufficient knowledge. The most frequently 
expressed suggestion for improving the situation was to make the Salmon 
system operate effectively. Of those with sufficient contact only one
found it via the NO. Three communicated only at sister level and could 
make no suggestions, and three said that they did not make use of the 
Salmon line but they should. Of those with insufficient contact, four 
blamed the NOs. Only four suggested a return to the old system of nursing 
administration. Over half did not know whether Salmon was working as 
intended but almost all had some criticism of the situation as they saw it 
particularly with the observed NO role, the length of the Salmon line, 
failure of delegation, breakdown of communications and increase in bureau­
cracy. Some who thought Salmon was working as intended demonstrated in 
their examples that they were in fact excluding the NO from active parti­
cipation. Most criticisms were accompanied by an insistence that they did 
not blame the individuals, but rather, the system. Principal criticisms of 
the system were, the absence of clinical advancement for nurses, and the 
fact that good nurses do not necessarily make good administrators. Several 
consultants expressed sympathy for members of the NA at being transferred 
to administrative posts without the necessary aptitude or training and at 
being expected to deal with an impossible problem in the light of the 
inadequacy of resources. Only four had seen definite improvements in admin 
istration of nursing services since Salmon and seven alleged a definite 
deterioration, but several asserted that Salmon was unjustly blamed for 
problems which had existed earlier, the chief of these being shortage of 
staff and increased demands on the service. On questions of achievement of 
Salmon objectives, half thought that it had not succeeded in improving 
patient care by releiving sisters of administrative duties, but over half 
thought it had enabled nurses to make a more effective contribution to 
management. Additional comments on the section meetings revealed a 
unanimously held view that these were their (the medical staff) meetings, 
and a complete absence of understanding of the difficulty of the NA in this 
situation. They were equally divided over whether Salmon had provided an 
improved career structure, but of those who thought that it had done so 
financially, the majority added the view expressed by the opponents, namely 
criticism of the absence of clinical advancement. Half were unsure or did 
not know whether the nursing service was administered as well as could be 
expected and the remainder equally divided between feeling that it was or 
that it was not. The additional comments to these replies included in 
general more sympathy and understanding for the allegedly intractable
problems of the NA than criticisms, and here, for the first time one 
consultant asserted that the NA had difficulties with the doctors.
Nearly half of the consultants thought the ward teaching of student nurses 
insufficient for an adequate standard of patient care and over half thought 
that the pressures on the wards precluded adequate supervision on teaching. 
Over half thought consultants should participate in ward teaching of student 
nurses but several said the wards were too busy to permit this and four had 
abandoned efforts for this reason. Scarcely any had practical experience of 
clinical instructors in the wards and when their purpose was explained there 
were almost as many who approved the idea as opposed it, the main reasons 
being either that they were necessary in view of the lack of student nurse 
supervision, or that they were undesirable as this was the job of the 
practising clinical specialist, ie$ the ward sister. This view was elaborated 
by a few consultants who thought the wards here busy enought to require two 
full time sisters. In this way they could divide the work equally or be 
responsible for administration and teaching respectively. Several consul­
tants asserted in this context that senior medical staff were to blame for 
many of the problems relating to the standard of nursing by focusing 
attention.on medical objectives and increasingly neglecting to attach impor­
tance to the actual nursing care or to the nurses themselves as individuals. 
Over half believed that the apprenticeship method of training was essential 
for student nurses despite which however there were many specific criticisms 
of the present method of excessive use of student nurses on night duty and 
the organisation of Study Blocks. A further criticism was of the creation 
of post graduate nursing courses as a means of attracting trained staff.
This was believed to increase rather than relieve the strain on the nursing 
services.
Only six consultants thought that the nurse staffing levels in wards were in 
general adequate, and three of these said that it was only because of the 
ability of sisters to manage with the nurses they got. Five thought the 
inadequacy was mainly an absence of replacements for sickness and holidays, 
and five that there was a need for more trained staff. Defects in basic 
nursing care were most frequently quoted (23 examples) as observed con­
sequences of staffing shortage. Ward organisation and teaching, and
technical care and observations, were each named only half as fx^equentl)^. 
When shown the sisters1 list of causes of ward pressure, approximately 
three quarters named the sisters' three main causes but with slightly 
different emphasis. Shortage of nurses was predominant and although two 
suggested that doctors were to blame for failures of communications and two 
that workload problems were due to bad medical organisation, the majority 
who named workload and general complexity thought that both were inevitable 
and a few added that they would get worse. The only answer was more nurses. 
There was little opposition to the use of nursing auxiliaries or training 
of men, but further expansion of the nursing role in the direction of 
medical work may result in a further deterioration in basic nursing care.
It was generally felt that there was scope for examining redeployment of 
nurses away from theatres and departments and substitution of other cate­
gories of staff. In general the consultants were reluctant to comment and 
unsure about sisters causes of pressure. Several said only the sister 
could know, and one that consultants were not there enough to know, and 
the registrars should be asked. None could offer any suggestion in reply to 
being told that half of the sisters felt their authority inside the ward was 
insufficient to control and coordinate the activities of the numerous 
professional and technical personnel involved.
Less than half thought there was definite conflict at or above ward level.
Of the remainder, a minority thought it existed above the wards and did not 
affect the wards and one said that at ward level the staff did whatever 
additional work the medical staff asked of them and did it willingly. Six 
however thought that there was conflict at ward level and three of these 
that it was due to excessive pressure. With regard to the pressure, all 
but three thought the short length of stay would continue to decrease and 
several examples were quoted of wasted bed days in the present situation. 
Only two however named pressure on beds as a usual determinant of their 
decision to discharge patients. The majority thought the short length of 
stay was a matter of expediency rather than design and many expressed 
concern that it was too short. Half were in favour of a further decrease, 
half were opposed to it, and none thought that the hospital could cope with 
any further increase in the work flow. Despite some expressions of concern 
for community need there were more examples of disadvantages for patients
and relatives in the present situation than advantages. Medical and nursing 
staff were felt to be pressed already beyond reasonable limits and the 
most recent statistics supported their view.
In general the formation of the Executive Committee was viewed with 
approval, although a minority remained opposed to the principle of "doctors 
dabbling in management". Far from being ..excessive, several were concerned 
lest the medical representation should be inadequate and on the question of 
the section meetings, the McKinsey emphasis on multidisciplinary membership 
was clearly foreign to them. In their present form the. meetings provided, 
in addition, a forum in which to demonstrate the sisters' importance and 
the irrelevance and incompetence of more senior nursing grades. Although 
the McKinsey study was felt by the majority to have been a good thing 
several pointed out that the Executive Committee was the only visible 
result so far and final judgement rested on the success or wisdom of other 
recommendations, especially responsibility budgeting.
More nurses were a top financial priority for over half of the consultants, 
followed closely by more doctors. (It was in fact stressed additionally 
by several that the grade of additional doctors needed was all important. 
SHOs and registrars were very much, needed as opposed to HOs or senior 
registrars. In the same context it had been explained by one consultant 
that the doubling of the size of his own firm in just a few years must 
inevitably have increased the medical demands on nurses and this was pro­
bably repeated in other firms.) Expansion of the X-ray facilities (a total 
disaster) and out patients facilities (totally inadequate) were urgent, 
together with laboratory facilities, more beds, an admission ward, and new 
buildings. The most frequently recurring comment on medical staff problems 
was that the doctors were worked far harder than in other hospitals in the 
consultants' experience. Only a minority raised additional points at the 
end of the interviews although many elaborated at length points already 
covered. Of the five who did, four suggested innovations relating to 
medical organisation and the fifth to research into nursing establishment.
The aim of this chapter has been so far to extract from a massive array of 
data, factual information from which a synthesis of senior medical staff 
opinion and attitudes may be constructed. Vast quantities of verbatim 
comment have necessarily been omitted, but it seems fair to say from the 
content of the preceding paragraphs, that although most of the consultants 
held opinions on many of the topics raised, and the majority regarded 
nursing problems as of importance to themselves, there was a marked deficit 
of knowledge on the nursing organisation and an associated absence of 
empathy with the lot of the Nursing Administrators. To the extent that they 
demonstrated considerable awareness of causes of difficult nursing problems, 
the acknowledged failure of many to adapt their behaviour and attitudes 
constructively in the light of their considerable influence seems at least 
irresponsible. The often expressed sympathy in the interviews for the 
nursing administrators, suggested however a greater concern for the latter 
than is in reality communicated to the senior nursing staff and in view of 
the picture which emerged in Chapter 5 would be received by them with 
incredulity. The almost unanimous intransigence of the consultants con­
cerning the workload and complexity would probably in the light of this 
give rise to allegations by the senior nurses of lip service, rather than 
genuine intent to contribute to solutions. The anxiety of a few consultants 
that the registrars knew the answers better than they did, no doubt provides 
the explanation for the paradox. In the same way that the Nursing Admin­
istration Interviews created an impression of preoccupation with problems 
extrinsic to the ward situation, the Consultant Interview created a similar 
impression albeit compounded of differing emphases. The wards occupied 
only a small facet of their widely ranging concerns with medical politics, 
education, research, out patients and private patient work, future develop­
ments and membership of committees. Thus although the pressures on nursing 
staff were a real if marginal concern lent substance by evidence of frayed 
nerves and defective nursing care, the day to day management of the problems 
lay with their registrars. Their refusal to contribute to effective commu­
nications with senior nursing staff backed by an obligation to give moral 
support to their overworked medical staff, gives rise to a situation in 
which the sincerity of their ^mpathy is probably as real as their ignor­
ance of the consequences of their lack of involvement. They would no doubt 
be as amazed by the tone and content of the Nursing Administration Interview 
as the senior nursing staff would be at hearing the consultants opinions.
Clearly all were working in a highly pressurised situation, in which from 
their position, a smoothly operating nursing service was one of the several 
supporting services necessary for the fulfillment of their medical objects 
ives. In general they wanted no more part in ensuring an adequate supply 
of this resource than with the supply of beds, drugs, equipment, etc. To 
be drawn into participation in problem solving would be a diversion of 
valuable time away from their true objectives, and failure of the theore­
tical providers to meet their requirements was intolerable to them. As
one consultant had said in a reference to the usefulness or otherwise of
ward secretaries "you can compare it with the way you expect your wife to 
handle something. If you tell her you want something fixed up for a certain 
time you expect her to get on and take over all the arrangements and not
keep bothering you with the details." The same attitude was apparent in
their expectations of the nursing staff, but although aware of the causes of 
many of the problems, eg; lack of training and experience of NOs, failures 
of delegation, inadequacy of resources etc. manifestations of their indigna­
tion or exasperation at the consequences of these deficiencies for their 
own objectives, took priority over their willingness to contribute to 
solutions. The idea that their own standard or practise or method of 
organisation may be an important and remediable contributory factor was so 
unthinkable to many of them as to result in peremptory dismissal of questions 
on the subject.
Because the Consultant Interviews preceded the Nursing Administration 
interviews, questions which might have yielded valuable insight into the 
medical/nursing conflict were not included. The tenor of many of the 
medical replies however confirmed the impression of aloofness and non 
involvement which was so resented by the Senior Nursing Staff. The consul­
tants were clearly worried by the situation but equally clearly interested 
for the most part only in solutions which permitted a perpetuation of their 
traditional superiority - everyone else in the situation must learn to get 
things right, and this included all categories and all levels from the 
Department of Health down to the Radcliffe. These are clearly generalisa­
tions, and as already pointed out, a minority comprising Medex and non 
Medex members were infinitely more constructive than the remainder, both in 
analysing nursing problems and suggesting solutions, and in suggesting 
revision of their own organisation. No less than four consultants however
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who were noticeable for the amount of preliminary thought given to nursing 
problems, were named specifically in various nursing interviews, in quoted 
examples of failure of cooperation in nursing crises, or of continuing 
neglect of nursing needs in their general attitudes and practise.
t *
It seems that in this as in previous studies quoted in Chapter I, there is 
abundant evidence of the dysfunctional consequences for the organisation as 
a whole of unchecked medical power and autonomy. The consultants felt that 
they must be aware of senior nursing problems but refused to make use of . 
the mechanisms provided to facilitate this. They were so preoccupied with 
their revolt against the bureaucratisation of the nursing services that they 
were oblivious of the inhibiting consequences of their attitude on the 
performance of the senior nursing staff. They were aware of the difficulties 
of the latter but unwilling to recongise the irrational aspects of medical 
organisation or failure of medical planning as an important contributory 
cause. Although many of them expressed concern for the senior nursing 
staff and their problems, and a few volunteered possible solutions, they 
failed entirely to communicate these views to the senior nursing staff, 
thereby perpetuating the unhappiness and ineffectiveness of the latter.
Much of their lack of involvement was no doubt genuinely attributable to 
their pressure of work, but equally the nature of their position and wide 
range of interests provides them with an easy facility for non involvement. 
The pressures in the Radcliffe were undeniably intense but somehow the 
doctors, nurses, and other staff managed to cope, and the consultants need 
not spend a great deal of their time in confrontation with these pressures, 
either in the wards, or the Nursing Administration Offices. The only real 
threat to the pursuit of their objectives lay in the closure of facilities 
and as this was likely only in the event of an extreme emergency such as 
an epidemic of staff sickness the system could be expected to continue to 
operate.
Two factors are important in consideritig the outcome of the medical/nursing 
conflict. One is in the nature of the senior nursing management, concerning 
which, paradoxically, the attitudes and practices of the first CNO and PNO 
despite their doubtless good intentions, had the effect of limiting the 
effectiveness of the middle grades in the Radcliffe, whilst at the same time
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earning the approval of the consultants. The differing attitudes and 
methods of their successors may thus be expected to meet with medical 
disapproval, but by improving the performance of the NOs should at the 
same time remove many of the causes of medical staff criticism. This leads 
to the second factor, the effectiveness of the McKinsey structure as a 
coordinating mechanism. The improved performance of nurse administration 
should lead hopefully to a reduction in medical hostility, and thence 
to more active involvement in the section meetings, with opportunities 
to improve communications and exert some much needed influence in the 
hitherto isolated areas of medical decisions and non involvement. The 
involvement of consultants in the Executive Committee has already resulted 
in previously unthinkable changes of attitudes at this level, but because 
of the failure of implementation of the proposals concerning the sections, 
the means of effective vertical and horizontal influence (especially at the 
middle management levels of registrars and NO/SNOs) are lacking, and the 
correction of this anomaly is an essential condition for the long term 
resolution of long standing unresolved conflict. The balance of power 
within the Executive Committee must be subjected to scrutiny in the long 
term but at present the defects already outlined are more urgent.
207
THE OPINIONS OF THE DAY SISTERS ON WARD PROBLEMS AND 
ORGANISATIONAL RELATIONSHIPS
CHAPTER 7
7.1 BACKGROUND STRATEGY
Although the introduction of the sisters' questionnaire was seriously 
hampered by internal politics, the management of this difficulty did, in 
the event, provide a useful insight into the relationships and attitudes 
within the administration and it is, therefore, elaborated in some detail.
At this time the intention was to select several wards which, hopefully, 
would emerge from staff and patient questionnaires as having particularly 
desirable or particularly difficult characteristics for the delivery of 
patient care, and to study the internal organisation of these wards by 
interviews with all categories of staff and a sample of patients, supple­
mented by video recordings and discussions with those involved. To this 
end it had finally been agreed with the Principal Nursing Officer (PNO) 
that a start could be made, by outlining this plan to the Sisters at their 
monthly meeting in March 1970. Detailed explanation was considered 
essential in order to alleviate as far as possible inevitable anxieties at 
the prospect of studying wards in such a way that they may possibly be 
arranged in a sort of league table or black list.
The Sisters were advised accordingly and there was a very full attendance*
at the meeting. However, the plan was disrupted by a last minute develop­
ment. The Chief Nursing Officer (CNO) arranged to attend the first half 
of the meeting and, in addition to her main purpose in attending, decided 
to introduce the research project personally. It was, therefore, necessary 
to meet her, at her request, two hours before the meeting to explain the 
proposed plan. The CNO made an urgent request that the intended explanation 
should not be given because it would be more likely to arouse than alle­
viate anxiety. It could not be assumed that Sisters would grasp the rele­
vant points and in’consequence react logically or rationally. In the 
opinion of the CNO, it would be better simply to say that questionnaires 
would be circulated to relevant groups as a means of studying nursing 
problems and then give a talk about reasons generally for doing research 
and describe some findings of previous studies carried out elsewhere. The 
only opportunity of advising the PNO of this change came after the meeting
had commenced and the CNO was already addressing the Sisters. The 
reaction was one of extreme exasperation but it was by then too late to 
do other than proceed.
This potentially hazardous change of plan led in the end to a wholly 
fortuitious outcome. Clearly, the sisters were frustrated by the lack of 
information they sought. This may well have been a confirmation of their 
worst fears and thus provoked them into expressions of opinion which may 
well otherwise have remained concealed. The presence of the CNO at the 
meeting was unusual and the strong support expressed by her for the 
research demonstrated support for the PNO of the desirability of the study 
and, theoretically, raised its status by identifying it with the top level 
of the nursing administration. The Sisters expected however to be told 
about a project which involved them, and to ask questions and receive 
satisfactory answers. They could not see the relevance of other research 
and, judging by many of their comments, were not prepared to accept that 
this project about which they were being told so little could have any 
more significance for them either.
The strongest impressions to emerge from the very free exchange of views 
which followed were:
a* The Sisters on the whole knew not the first thing about research into 
measurement of nursing care or the effectiveness of the organisation, 
and the idea that either could be a subject for study seemed new and 
strange.
b « they were predominantly resentful, as a group, to the point of openly 
hostile expressions from some on the indifference and ineffectiveness 
of the management, and this was crystallised into what they saw as 
maladministration of finance.
The McKinsey £20,000 still loomed large in the minds of many while they 
pleaded unsuccessfully for extra pairs of hands for whom money could not 
be found. This study had done nothing for them; likewise a recent work 
study project from which they could see no results. They insisted that 
they knew what the problems were - for example, defective supporting 
services, nurse training requirements etc but no one in authority would 
listen. It was pointed out to them that their very expressions of futility 
and exasperation demonstrated the need for a serious attempt to present
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their opinions and criticisms in the form of organised data which may not 
be so easily dismissed by the nameless but ubiquitous "them". Some degree 
of reassurance became apparent with the realisation that, in this instance, 
the researcher shared a common background of qualifications and experience 
with them. Moreover, the project itself bore no comparison in terms of 
cost or of approach with its predecessors, in that it aimed specifically 
at obtaining the views of the group wholly neglected by the management 
consultants and the cost was contained within existing facilities and 
staff. The Sisters, who felt that they were in a sense being coerced by 
their own superiors into participation in something from which they ought 
instead to have been protected, were not unnaturally reluctant, and one or 
two made the point that no one could make them complete a questionnaire. 
Eventually, however, there were signs of acceptance and attempts to 
persuade each other of the possible value of the project, in return for an 
assurance that they would be given access to the results of the analysis, 
and that they would be protected from any possible recriminations arising 
from the report.
It was true that both the CNO and the PNO had been correct in different 
ways in their assessment of the situation regarding the Sisters. The two 
conflicting instructions on the handling of the meeting reflected a 
different ranking of priorities rather than any fundamental difference of 
opinion which, given adequate communications, need not have led to friction 
but in accordance with the PNO's stated policy, the CNO had not been given 
any advance warning of the plan of action. At a further meeting with the 
CNO, two days later, the need was emphasised to give the Sisters the 
information they had been led to expect. The CNO thought that this should 
be properly done through the Unit NOs and the SNOs and that the PNO should 
arrange a meeting with them. The CNO was still not satisfied that the 
study had the approval of the Administrator or Senior Medical Staff, 
without which it would be inadvisable to embark upon the survey. She 
therefore undertook to obtain the desired confirmation from them and to 
treat the matter as urgent. A gap of six weeks occurred between this and 
the suggested NO meeting (also attended by the two SNOs and the PNO) during 
which time pilot work was proceeding in other hospitals on the Sisters 
and Student Nurses questionnaires. The main conclusion of the NOs meeting
was tliat the Sisters should again be met and given the detailed explana­
tion now being outlined to them. It was felt that the Sisters would be 
less inhibited if this took the form of smaller unit or area meetings 
rather than the unwieldy monthly meeting of the total complement. It was 
also agreed that a better response rate to questionnaires would be achieved 
by sending them to each individual’s home address with a stamped addressed 
envelope for reply.
The Sisters’ meetings were arranged at weekly intervals running into the 
beginning of May in the following sequence;
Specialties and Eye Units 
Medical and Surgical Units 
Accident and Theatre Units
The.Specialties and Eye Unit meeting was most successful in that it stimu­
lated immediate discussion leading to enthusiastic interest. Several of 
the Sisters agreed that this sort of study was very much needed, but the 
meeting ended on a less enthusiastic note. Having got down to details, 
the question was. raised, ”how could such a study be valid if medical staff 
were not included?" On being told that they would be approached in the 
same way as everyone else, the enthusiasm changed to cynical expressions of 
disbelief and examples were given of medical power being entirely outside 
anyone’s control and medical attitudes being wholly uncooperative. The 
Medical and Surgical Unit meetings followed very similar lines and content, 
particularly regarding medical staff, although-the group as a whole was 
less vocal either in asking questions or contributing to the discussion.
Least constructive of all was the Accident and Theatres meeting. The 
content of the discussion was repeatedly brought back to waste of money on 
research when it was so badly needed for staff. All attempts to explain 
the- need for development of effective measures of care or effectiveness of 
the organisation appeared unsuccessful. There were repeated expressions 
of no confidence in anyone above the ward level on the grounds that they 
had heard promises and assurances in the past and none had been fulfilled. 
The criticisms went beyond the hospital staff as far as "the ministry 
people" who "haven’t a clue", and the financial anxieties were repeated 
by the NOs at the end of the meeting. Throughout this period the PNO 
remained an immovable and valuable point of reference and continuity, and 
the staff survey was finally commenced in the middle of June.
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7.2 THE QUESTIONNAIRE
Because of the organisational position of the day sisters at the peak of 
the ward hierarchy and the base of the management pyramid, their views on 
the content and problems of their job, and their position in the total 
structure, were considered to provide an appropriate framework for any 
comparative analysis of wards. The object of the questionnaire was to 
obtain information on the demographic characteristics of the sisters and 
their promotion prospects, career aspirations, and satisfaction with their 
present positions. In addition, it was hoped to obtain a picture of 
their perception of the organisational structure within and above ward 
level, the nature of problems associated with this, and the standard of 
care achieved. The analysis is accordingly presented in the following 
sequence:
7.3 Demography, Age, Qualifications and length of service.
7.4 Promotion prospects, career aspirations and satisfaction with job.
7.5 Ward/Department organisation, 
a Overall Control
b Coordinating the work of differing groups of staff 
c Discipline
d Pressures of job and Principal Causes 
e Establishment 
f Deployment of trained staff 
g Student Nurse supervison and teaching 
h Adequacy of time on ward/department administration 
i Relationships with and value of clerical, domestic and voluntary 
personnel
j Relationships with medical and paramedical staff 
k - Relationships with and efficiency of supporting services 
1 Patient care.
7.6 Relationships with and effectiveness of superiors, 
a Nursing Hierarchy
b Conflict with and between Superiors 
c Performance of and recognition by superiors.
7.7 Opinions on Research project.
7.8 Question interaction.
7.9 Summary and discussion.
The final questionnaire was an adaptation of that used by Georgopolous 
and Mann (1962) in their study of Community Hospitals combined with 
questions based on personal observations and discussions. Further amend­
ments we made during the course of pilot work for this study and the end 
result consisted of 85 questions (See Appendix 2.) Because at this stage 
it was still intended to pursue pertinent topics in later interviews, 
otherwise relevant follow up questions were eliminated as far as possible 
and their omission, in view of the subsequent change of plan, now constitu­
tes a limitation on the interpretive value of the results. The main obje­
ctive was nevertheless achieved as the following paragraphs will show. A 
copy was sent to each of the 46 day sisters then employed in the Radcliffe 
Infirmary of the UOH. Two were returned undelivered from Sisters who had 
left the hospital by the time the questionnaires were distributed. One of 
these created an unfortunate gap as it related to the female ward of the 
Nuffield Department of Medicine which also included the coronary care unit.
The other was less important for this study as it related to a ward from 
which another Sister did complete a questionnaire. Two were returned 
incompleted with covering letters explaining that the recipients worked in 
small departments (ie cardiology and nurses sick bay) with none of the 
normal responsibilities of Sisters, and the questions were therefore largely
irrelevant. The remaining 42 questionnaires were returned completed
reflecting a 100% response from those capable of participating. While the 
response was exceptional, the small numbers limit the value of detailed 
comparisons between groups and nursing units. Despite the fact that 
apparent differences in any case clearly apply only to the Radcliffe Infirmary 
at one point in time the following tables nevertheless, provide important 
data concerning the problems of the Sisters, from which hypotheses may be 
formulated for future testing on a wider basis.
7.3 AGE QUALIFICATIONS AND LENGTH OF SERVICE
The Sisters, were, for the most part, unmarried full time employees. There
were no male charge nurses-. Three married Sisters worked part time, and 
three had children. Nearly three-quarters lived within the County Borough 
of Oxford and over half shared accommodation with friends. Almost all the 
Sisters were obliged to work to support themselves.
On other factors, however, there were differences between nursing units. 
Table 7.1gives the age distribution for all the Sisters,
TABLE 7.1 Age Distribution by Nursing Unit
Unit 21- 26- 31- 41-. 51 Total
Medical 2 1 1 0 1 5
Surgical 0 3 1 1 1 6
Specialties 1 4 2 0 0 7
Accident 1 3 5 0 0 9
Theatre 4 3 4 0 1 12
Eye 0 0 1 1 1 3
Total 8 14 41 2 3 42
Only 6 of the Sisters were over forty yeai's of age and over two-thirds of 
the remainder were under thirty. Over a fifth of the total were under 
twenty-five years of age but the analysis also shows that only 3 of this 
group were Ward Sisters and 2 of these were in charge of medical wards. 
None in the forty plus age brackets were in Accident or Specialty Units 
and only 1 in theatres. None of the youngest group was in surgery or eye 
units. The age groups in between were more evenly spread across all units.
The level of education and training also varied between units. Table
7.2 shows school leaving and nursing certificates and non nursing 
qualifications by unit.
TABLE 7.2 Number of nursing and other qualifications by nursing unit.
NURSING Number of
OTKer Professional 
Qualifications
... GVC/E’.....-
0 & A Levels
UNIT cursing Health
Services
Non- Secret arial Other
or Equivalent
tions HealthServices 0 A1 2 3 4
MEDICAL 2 1 1 0 1 2 5 1
SURGICAL 3 2 0 1 1 1 5
SPECIALTIES 0 5 2 0 1 6 2
EYE 0 2 0 1 1 3
ACCIDENT 3 3 1 2 1 1 1 1 7 4
THEATRES & 
ITU 3 7 2 0 2 1 9* 3
TOTALS 11 19 6 4 7 1 3 3 35 10
(* This should probably read 12 as the 3 with A levels did not indicate 
0 levels but it is reasonable to assume that they had them.)
Almost half the Sisters had two nursing qualifications, a quarter only one 
and the remainder three or four. The specialties and eye unit had a higher 
basic educational standard than the others in that nobody had only one 
qualification, but the Accident and Theatres units were altogether better 
qualified than the others both in overall numbers of certificates and in 
proportion of higher qualified Sisters within the units. The general 
medical and surgical sisters were least well qualified. The small group 
of sisters with non nursing professional qualifications was distributed 
across all the units but, again, the Theatre and Accident units had as many 
as all the rest combined, both professional and non professional. The 
Specialties and Eye units while having a better basic nursing standard, had 
the lowest level of non nursing experience and the relatively poorly nursing 
qualified medical and surgical units were correspondingly better off in 
this respect. In accordance with these figures, Theatre and Accident unit 
Sisters had better school leaving certificates than the others. The 
difference is chiefly in the number of A levels, of which they had most. 
Almost all the Sisters had 0 levels or equivalent.
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Table 7.3 shows the length of service in the ward/department/theatre, and 
in the hospital, and numbers trained at the UOH.
TABLE 7.3 Length of Service of Day Sisters by Nursing Unit
months 
<6 6-
Hospital
years
1-2 2- 5- 10+
. Ward or 
months
<6 6-
Department
years
1-2 2- 5- 10+
Total
Trained 
at UOH
Med 0 0 1 1 2 1 1 0 1 1 1 1 5 2
Surg 0 0 0 3 1 2 0 0 1 2 1 2 6 1
Spec 2 0 0 3 2 0 2 0 1 4 0 0 7 2
Eye 0 0 0 1 1 1 0 0 0 1 1 1 3 0
Acc 0 0 0 6 3 0 0 1 1 7 0 0 9 2
The 0 4 2 3 1 2 2 3 3 2 0 2 12 4
Total 2 4 3 17 10 6 5 4 7 17 3 6 42 11
Almost half of the Sisters had worked in the hospital and in their present 
post for 2-5 years, this being by far the most common length of service on 
the ward. Practically the same number were in this particular post for 
less than two years, and less than a quarter for more than five years. 
Sisters who trained at the UOH were very much in the minority and were 
fairly evenly distributed throughout the units in relation to the total 
number of Sisters in each. Seven of the UOH trained Sisters had never 
left and, of the remainder, 3 were less than two years in post.
7.4 OPINIONS ON SATISFACTION WITH PRESENT POSITION AND TRAINING, FUTURE 
ASPIRATIONS AND PROMOTION PROSPECTS
Seven questions were included relating to the Sisters’ opinions on these 
topics. These covered: why they took this post, how long they would
like to retain it, whether they had received adequate training for their 
present position and would they accept promotion if given the opportunity 
and how were promotions decided on. Despite the dissatisfaction expressed 
at the meetings over half intended to stay in their present position for 
as long as they chose but well over a quarter would be glad of the chance 
of another job if pay and conditions were better and 2 even if they were 
not. Reasons given for taking the post varied, the most frequently
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recurring one, given by 9, was that it was the best one available and 
half of these were specialties Sisters. Tables 7.4 and 7.5 analyse views 
on promotion by adequacy of training for present position and number of 
nursing qualifications.
TABLE 7.4' Attitude to promotion by age group and nursing unit and adequacy 
of management training for present job by nursing unit.
Nursing
Unit
Accept 
Promotion 
if offered 
it
* . Age Croup .(Years) .Total .Inadequate 
Management 
Training for 
present job
21- 26- 31- 41- 51-
MEDICAL Yes 1 1
No
Not sure 1 1 1 1 4
SURGICAL Yes 2* 1* 3 2
No 1 1 1 3
Not sure
SPECIALTIES Yes 1 1
No 2 2
Not sure 2 2* 4 2
EYE Yes 1 1
No 1 1 2
Not sure
ACCIDENT Yes 4* 4 2
No 3* 1 4 2
Not sure 1 1
THEATRES Yes 1 2* 2 5 1
& No 3* 1 4 1
ITU Not sure 2* 1* 3 2
Yes 3 4 7 1 0 15 5
No 3 7 2 1 2 15 3
Not sure 2 3 5 0 2 12 4
TOTAL 8 14 14 2 4 42 ! 12
* indicates number considering management training as inadequate for 
present job.
There were marked differences within each unit on the question of promotion. 
Only a little over a quarter would definitely accept promotion in the 
Radcliffe Infirmary. More Accident and Theatre Sisters were in favour than 
on the other units where, with the exception of Surgical Sisters (equally 
divided for and against), uncertainty predominated. On the whole, few 
Ward Sisters as compared with non Ward Sisters actually want to take the 
next step up. Looked at from the point of view of age, the youngest group 
were more definite in their outlook and equally divided between wanting or 
opposing promotion. Three out of four Theatre Sisters in this age group 
opposed the idea of promotion. The next two age groups showed an increase 
in the 'not sures' and a gradual reversal from a majority against promotion
in the under thirty age group to a majority in favour between thirty and
forty years. The very small minority of Sisters over this age group showed 
a reversal back to not wanting promotion. An important feature of this 
table is the fact that 12 sisters (over a quarter of the total) felt that 
their level of training was inadequate for their present job and only 4 of 
these would refuse promotion if the opportunity arose. Only one of the 
11 UOH trained sisters would definitely accept promotion; 4 would not and
6 were not sure; 5 of these 6 had never left the UOH and 2 others who had
never left were definitely against promotion. Five of those who had been 
promoted in the-Radcliffe Infirmary were in favour of further promotion but 
again, a greater number,, 6 were opposed to it; 4 of this group were still 
not sure. Over three-quarters of the Sisters thought their promotion 
prospects were average or good, but of 9 from all units who thought they 
were poor, 8 were under thirty and 4 of these were in the youngest age 
group. In general, the poorest qualified Sisters were least positive 
about willingness to accept promotion and the best qualified most positive, 
but possession of two nursing certificates was associated with proportion­
ately more opposition and less uncertainty than with one certificate; only 
at the three and four certificate level was opposition to promotion clearly 
less evident (Table 7.5).
TABLE 7.5 Attitude to promotion by number of nursing qualifications.
NURSING QUALIFICATION ACCEPT PROMOTION TOTAL
YES NO NOT SURE
1 3 4 4 11
2 7 9 4 20
3 2 1 4 7
4 3 1 0 4
TOTAL 15 15 12 42
Of those with four nursing qualifications the one against promotion was 
one of those who thought their promotion prospects were poor and was also 
the only one of the four in the near retiring age group. Almost a third 
(13) from all units thought promotions were made on individual performance 
and approximately a quarter (10 thought that it depended on the individual1 
desire for promotion. A fifth, mainly from the Specialty unit, thought 
they were based on relationships with superiors Only 3 thought that the 
number of qualifications counted.
7.5 WARD ORGANISATION
A series of questions concerning the sisters’ perception of the adequacy 
of their authority, the exercise of authority and the pressures associated 
with their responsibilities showed that age and nursing unit were important 
in relation to different questions.
a. Overall control
Over half of the Sisters felt mostly free to organise their ward or 
department as they thought fit but only 15 felt entirely free in this respect 
Ten Sisters felt that they were hampered by inadequate information on 
policy etc, defective supporting services, or because some categories of 
staff working on the ward were hot subject to their authority; the 
remainder did not give reasons. Tables 7.6 and 7.7 analyse perceived 
freedom of control by unit and by age.
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TABLE 7o 6 Freedom of control by unit
Unit Completely Free Mostly Free Not Stated Total
Medical 3 1 1 5
Surgical 2 3 1 6
Specialties 1 * 4 *2 7
Eye *1 *1 *1 3
Accident *5 * 4 0 9
Theatre 1 *10 1 12
TOTAL 13 23 6 42
TABLE 7.7 Freedom of control by age
Age Group Completely Free i Mostly Free Not Stated Total
21- 1. *5 * 2 8
26- 2 *9 *3 14
31- *7 *6 *1 14
41- *1 1 0 2
51- 2 2 0 4
TOTAL 13 • 23 6 42
* Includes Wards or Departments with more than one Sister.
As might be expected, more of the Sisters with limited freedom of control 
belonged to areas with more than one Sister than to areas with only one 
Sister. There was, however, no obvious association between freedom and 
unit, freedom and age, or freedom and number of Sisters.
b* Coordinating the work of various groups of staff
The majority of Sisters selected the first of three alternative replies 
to this question, which was that all are encouraged to work together and 
understand each others contributions. A minority, however, felt differ­
ently. Seven Sisters representing all but the Theatres Unit and Eye 
Hospital felt that the degree of integration is mostly up to the various 
individuals themselves. The 7 included three different age groups, a n d  
s i s t e r s  f r o m  m a l e ,  f e m a l e ,  a n d  m i x e d  w a r d s ,  a n d  d e p a r t m e n t s .
c . Discipline
In Tables 7.8 and 7.9 the sisters1 views on discipline are analysed by 
unit and age. The first of these tables analyses the replies in terms of 
those who favour formal relationships and recognition of status in the 
ward hierarchy, and those who think the development of friendly relation­
ships regardless of position is more successful. Within these two groups 
the majority of Sisters thought strict rules and discipline were necessary 
while 8 did not. The remaining question relates to views on enforcement 
of discipline. Over half of the Sisters believed in a system of rewards, and 
preferred to attach more importance to the offence than correction of the 
offender. Two, hopefully, believed in no reinforcement; 1 of these 
favoured friendly relationships and strict rules and the other, formal 
relationships and no strict rules. One departmental Sister favoured formal 
relationships and punishment for unacceptable performance but no strict 
rules ,and no rewards.
The Medical and Specialty Sisters were more unanimously in favour of 
informal relationships between staff than the other units. The Eye Unit 
was entirely in favour of formal ^relationships and the remainder were 
divided. Interestingly enough, the theatres showed the highest number 
and proportion in favour of both informal relationships and rewards and 
punishments. It could be that such a policy is easier in theatre where 
there need be no ambivalence over patient/staff attitudes or patient 
reaction to punitive control. In addition, several Theatre Sisters con­
stituted a small peer group within the department and need not, therefore, 
risk isolation to achieve effective control.
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;When considered by age (Table 7.9) rather than type of work, a clearer 
pattern emerges. There was gradual change from no formal relationships in 
the youngest group to a minority in the 31-40 age group, none in the 41-50 
age group and a return to the informal approach in the 51 to 60 age group. 
The youngest group likewise relied heavily on strict rules, the middle 
group not so much, and the older groups again almost all favoured strict 
rules. Proportionately, the strongest emphasis on a more punitive enforce 
ment of acceptable performance ocurred in the 26-30 age group.
d. Pressures of the job and Principal Causes
All but 3 'of the Sisters felt that they were subjected to unreasonable 
pressure in the performance of their job. Two of the 3 were from the 
Accident unit and 1 from the Theatre unit; these units also included 
those under less severe strain. Apart from this there appeared to be a 
closer relationship between severity of pressure and age than between 
severity and unit (Tables 7.10 to 7.13). A formal statistical test shows 
that at the conventional 5% level of probability the pressure experienced 
by Sisters under 30 years compared with those over 30 years was greater 
than could easily have arisen by chance.
TABLE 7.10 Pressure of job and Severity of Pressure by Nursing Unit
NURSING
UNIT
FREQUENT PRESSURE NO
PRESSURE
MANAGEABLE
WITH
DIFFICULTY
JUST
.NOTICEABLE
MANAGEABLE
WITH
DIFFICULTY
JUST
NOTICEABLE
MEDICAL 3 1 - 1
SURGICAL 4 - 2 -
SPECIALTY 5 - 1 1
EYE 1 1 - 1
ACCIDENT 4 - 1 2 2
THEATRE 
& ITU 4 - 2 5 1
TOTAL ! 21 2 6 10 3
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TABLE 7.11 Pressure of Job and Severity of Pressure by Age Group
AGE
GROUP .
FREQUENT PRESSURE OCCASIONAL OR NO PRESSURE NOT
.APPLICABLE
MANAGEABLE
WITH
DIFFICULTY
JUST
NOTICEABLE
MANAGEABLE
WITH
DIFFICULTY
JUST
NOTICEABLE
21- 4 0 2 1 1
26- 12 0 0 2
31- 3 1 2 6 2
41- 1 0 0 1
51- 1 1 1 1
TOTAL 21 2 5 11 3
TABLE 7.12 Pressure of Job by Age Group
AGE
GROUP SEVERE PRESSURE LITTLE -OR NO PRESSURE TOTAL
<30 
3 OH-
16
7
6
13
22
20
TOTAL 23 19 42
X2 = 4.59 DF = 1, 0.05 > P > 0.02
The corresponding figures for severity of pressure by number of nursing 
qualifications indicates no such association (Table 7.13).
TABLE 7.13 Pressure of Job and Nursing Qualifications
NURSING QUALIFICATIONS SEVERE PRESSURE LITTLE OR NO PRESSURE TOTAL
1 8 3 11
2 9 10 19
3 4 4 8 -
4 2 2 4
TOTAL 23 19 42
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In view of the fact that half of the Sisters over forty found the pressure 
difficult to cope with it could be that an optimum age of between 30 and 
40 for sisters may emerge, after which ability to cope with the strain of 
this position may decrease, but the numbers in this sample were too small 
to be conclusive on this matter.
The most important causes of pressure varied between units as Table 7.14 
shows.
TABLE 7.14 Principal Cause of Pressure ranked according to order of 
importance by nursing unit.
NURSING
UNIT
Fluctuation 
in work 
load
Adequacy of 
number of 
Staff
General
Complexity
Expertise 
of staff
Difficulty 
with Medical 
Staff
1 2 3 1 2 3 1 2 3 1 2 3 1 2 3
MEDICAL 2 2 0 3 1 1 0 0 1 0 0 1. 0 0 0
SURGICAL 2 3 0 2 0 2 2 1 0 0 2 1 0 0 0
SPECIALTY 5 1 0 0 2 1 0 3 0 0 0 0 0 0 3
EYE 2 0 0 0 1 0 0 0 1 1 1 0 0 0 1
ACCIDENT 3 2 0 1 3 . 1 2 0 2 1 1 0 0 0 2
THEATRES 
& ITU • 2 5 1 4 1 1 5 0 0 0 3 5 0 1 3
TOTALS 16 13 1 10 8 6 9 4 •4 2 7 7 0 1 9
30 24 17 16 10
1, 2, 3 indicates ranking order of cause of pressure
Table 7.14 gives the number of sisters by unit who ranked the five listed 
causes of pressure as being first, second, or third most important tc them. 
Other causes of pressure indicated in only a few instances have not been 
included. In Table 7.15 the same figures are weighted according to the 
sisters’ priorities, so that the first rank was multiplied by 3, second 
by 2 and third by 1. This is in no sense a scale of measurement. It is 
simply a means of indicating that the total numbers of nominations under 
any heading include varying distributions of first, second, or third place 
in the sisters’ ranking of them.
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TABT.F. 7.15 Weighted scores of principal casues of pressure
NURSING
UNIT
FLUCTUATION 
IN WORK 
LOAD
ADEQUACY 
OF NUMBER 
OF STAFF
GENERAL 
COMPLEXITY 
OF WORK
EXPERTISE 
OF STAFF
DIFFICULTY 
WITH MEDICAL 
STAFF
MEDICAL 10 12 1 1 0
SURGICAL 12 8 8 5 0 k
SPECIALTY 17 5 6 0 3
EYE 6 2 1 5 1
ACCIDENT 13 10 8 5 2
THEATRES. 17 15 15 11 5
ALL 75 52 39 27 II
RATIO 
SCORES 
UNDER 5 
HEADINGS
7 5 4 3 1
Pressure in order of importance can be ranked as in Table 7.16, 
TABLE 7.16 Ranking order of main causes of pressure by unit.
NURSING
UNIT
FLUCTUATION 
IN WORK 
LOAD .
ADEQUACY 
OF NUMBER 
OF STAFF
EXPERTISE 
OF STAFF
GENERAL
COMPLEXITY
DIFFICULTY 
WITH MEDICAL 
STAFF
ALL
SISTERS 1 2 3 4 5
MEDICAL 2 1 3 3 -
SURGICAL 1 2 3 4 -
SPECIALTY 1 2 - 2 2
EYE 1 1 1 4 4
ACCIDENT 1 1 3 4 5
THEATRE 2 3 1 4 5
Note: Ties are 'given the same ranking
Although this ranking takes into consideration the second and third most 
important causes of pressure it makes little difference to the importance 
of fluctuating work load.
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The 'value of these tables is clearly restricted by the absence of any scale 
of measurement. Nevertheless they are important in isolating the nature of 
problems as the sisters ’see them. The importance of fluctuating work load 
over numbers of staff is striking, and the top priority given to adequacy 
of numbers of staff by medical unit sisters in view of this, even more 
striking. Likewise the importance of expertise of staff for theatre and 
eye unit sisters is notable. The general pattern, however, tends to group 
together medical, surgical and specialty unit sisters for whom the ratio 
of points to different causes of pressure is similar. The specialty sisters 
did not appear to find expertise of staff a difficulty, the surgical 
sisters did and were also more aware of the general complexity of the job, 
while the medical sisters attached relatively little importance to anything 
other than work load and numbers of staff. In the second group of Eye, 
Accident and Theatre sisters the relative importance of all five causes of 
pressure is similar. There is generally more emphasis on expertise of staff 
than in the first group and also on medical staff problems, although this 
is a relatively unimportant cause of pressure. The importance of fluctuat­
ing work load over numbers of staff was unexpected in the light of earlier 
meetings and discussions, and although further questions on work load were 
in consequence not included, the nature of the problem is illuminated by 
the Nursing Administration and Night Sister Questionnaires discussed in 
Chapter 5, in which it was seen that the medical unit and accident wards 
were thought to have the heaviest work load of all and the surgical wards 
the lightest.
e. Establishment
The sisters were asked whether they thought their overall allocation of 
staff represented a fair share of the total establishment, and more speci­
fically, whether their numbers of trained staff and student nurses were 
adequate. Table 7.17 analyses the results by unit.
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TABLE 7.17 Assessment of total staff and trained and student nurse 
allocations by nursing unit*
NURSING
UNIT
ASSESSMENT 
OF TOTAL 
STAFF ALLO­
CATION BY 
EACH 
SISTER
NUMBER
OF
SISTERS
NUMBER CONSIDERING ALLOCATION OF -
TRAINED STAFF STUDENT NURSES
Ade­
quate
inade­
quate
Not
stated Right
Inade­
quate
Not
Stated
Fair 1 1 1 0 0
MEDICAL Doubtful 2 2 0 0 2
Unfair 2 1 1 0 2
All 5 4 1 Q 4 1
Fair 3 2 1 3 0
SURGICAL Doubtful 2 1 1 2 0
Unfair 1 0 1 1 0
All 6 3 3 0 6 0 0
Fair 4 4 0 3 1
SPECIALTY Doubtful 3 2 1 1 2
Unfair 0 0 0 0 0
Fair 3 3 0 2 0
EYE Doubtful 0 0 ' 0 0 0
Unfair 0 0 0 0 0
All 3 3 0 2 0 1
Fair 6 6 0 3 1
ACCIDENT Doubtful 2 1 1 0 2
Unfair 1 1 0 0 1
All 9 8 1 0 3 4 2
Fair 3 2 1 1 2
THEATRE Doubtful 8 3 5 1 • 6 1
& ITU Unfair 0 0 0 0 0
All 11+ITU 5 6 1 2 8 1+ITU
Fair 20 18 2 12 4
ALL UNITS Doubtful 17 9 8 4 12
Unfair 4 2 2 1 3
All 41+1 29 12 1 17 19 6
42 42 42
_  j
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Almost half of the sisters thought the overall allocation of staff was on 
the whole fair (Table 7*17). Of the remainder 4 thought it definitely 
unfair and the rest were doubtful. The Eye and Accident Units were most 
satisfied and the Medical and Theatre Units were least satisfied. When 
asked specifically about adequacy of trained staff or student nurses, the 
numbers satisfied were even smaller. Only 18 sisters were satisfied that 
the trained staff allocation was adequate and the total staff allocation 
fair, and just over a quarter were satisfied about the students. The 
Medical sisters were more satisfied about the trained staff numbers than 
the students but on the Surgical unit the reverse was true. The Special­
ties unit was more satisfied on both scores than the Medical and Surgical 
units while the Theatres unit was least satisified on both scores. The 
Accident unit was on the whole satisfied with numbers of trained staff but 
less satisfied about students.
TABLE 7.18 Adequacy of allocation of trained and student nurses by 
nursing unit.
NURSING
UNIT
SATISFIED WITH NUMBERS OF DISSATISFIED 
WITH BOTH 
GROUPS
NOT
INCLUDED
TOTAL
Trained 
but not 
Students
Students 
but not 
Trained
All
Staff
MEDICAL 3 1 1 5
SURGICAL 4 2 6
SPECIALTY 3 1 3 7 |
EYE 2 1 3
‘ACCIDENT 3 3 1 2 9
THEATRE 
& ITU 4 2 - 4 2 12
TOTAL 13 7 10 6 6 42
Table 7.18 provides a further analysis of trained and students in com­
bination. Although the main trends within the units are repeated, the 
overall level of satisfaction appears lower. Thus, when asked to comment 
generally almost half thought they had a fair share of available staff but 
when asked about specific groups the replies were different. The reason
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for this probably lies in the fact that the follow up questions were con- 
concerned with adequacy of supply rather than equity of distribution and 
on this subject less than quarter of the siters were satisfied. There was 
overall greater satisfaction with the supply of trained staff than students 
even though the surgical unit remained atypical in this respect.
f. Deployment of Trained Staff
In two Specialist Unit Wards, the Eye Unit, the main theatre, and the 
Accident Reception area, the Day Sister was normally relieved by another 
sister. Otherwise the relief was a staff nurse. Altogether 16 sisters 
were relieved by sisters and 26 sisters by staff nurses. Of these, 2 whose 
deputies were sisters and 8 whose deputies were staff nurses had reserva­
tions on the competence of the person who deputised for them. Satisfact- 
tion with their deputy and length of time working together in. the various 
units are set out in Table 7.19.
TABLE 7.19 Competence of deputy and length of time spent working together 
by nursing unit. .
NURSING
UNIT
COMPETENT NOT COMPETENT TOTAL
SISTER AS 
DEPUTY
STAFF NURSE 
AS DEPUTY
6/12 6/12- 
1 yr
lyr-
2yrs
6/12 6/12- 
1 yr
lyr-
2yrs
6/12 6/12- 
1 yr
lyr-
2yrs
MEDICAL 3 2 5
SURGICAL 1 1 2 1 1 6
SPECIALTY 3 1 1 1 1* 7
EYE 1 2 3
a c c i d e n t 1 3 3 1 1 9
THEATRE 
& ITU 1 4 3 1 1 1 2 12
TOTAL 2 5 7 . 5 8 5 4 4 2 42
"'•Sister as deputy
On the whole the Surgical Unit Sisters had a higher proportion of unsatis­
factory deputies than the remainder and overall there was less satisfaction 
with short term staff nurses than longer service ones. Almost half of the 
sisters expected their deputy to run the ward or department exactly as they
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did themselves. (Table 7.20) Fourteen thought she should use her 
initiative and run it as she thought appropriate and 5 thought she should 
do whatever was easiest for her. In all but 4 instances, the deputy did 
function as the Sister expected her to. Three of the 4 who did not do so 
were Sisters.
TABLE 7.20 Competence of deputy and management of ward by nursing unit
NURSING
UNIT
DEPUTY COMPETENT
DEPUTY NOT 
COMPETENT TOTAL
SISTER STAFF NURSE
A B C A B C A B C
MEDICAL 3 1 4 (1 not stated)
SURGICAL 2 2 2 6
SPECIALTY 3 1 2 1* 7
EYE 1 1 1 3
ACCIDENT 1 ‘ 1 3 2 2 9
THEATRE
& ITU 4 4 1 1 1 1 12
TOTAL 8 6 1 2 11 3 4 5 1 42
* A Sister. A Use initiative. B Do as Senior does. C Do either.
Table 7.21 indicates that half of the Sisters relieved by Sisters expected 
their deputies to use their initiative about organising the ward or 
department and half did not. Over two-thirds of the relieving staff nurses 
were expected to run the ward as the Sister did, and this applied mostly 
to non Specialty Wards, as opposed to other wards or departments, where 
incidentally most of the relieving Sisters were to be found. It cannot 
be determined whether the broad difference in attitude was related to the 
difference in work or to the difference in grade of the relief nurse.
There appeared to be no association between the frequency or severity of 
pressure and the grade of the deputy. Almost all of the Sisters used their 
trained nursing staff in practise in the way they considered to be most 
efficient given ideal circumstances, and there appeared to be little 
connection between the grade of the relief and the method of deployment.
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TABLE 7*21 Use of trained nurse on duty with sister by nursing unit.
Numbers in brackets in column 5 relate to column numbers
NURSING
UNIT 1 2 3 4 5 6
Most
com­
plex
tech­
nical
tasks
Most
ill
pat­
ients
' Supervise 
junior 
staff
Share
respon­
sibility
Combi­
nation
of
funct­
ions in 
columns 
1-4
Not
Stated
TOTAL
MEDICAL 2 2 ! 1(3+4) 5
SURGICAL 1 2 1(1+2)
1(1+3)
1 6
SPECIALTY 1+ 4* * 1(3+4) 
1(2,3+4)
7
EYE 1+ 1+ 1(3+4)+ 3
ACCIDENT 1+ 2* 4 1(3+4) 1 •9
THEATRE 
& ITU 2 g * * * 1 12
TOTAL 2 2 10 18 7 3 42
* Includes 1 sister + Sisters
** Includes 3 sisters
*** Includes 6 sisters
In only 5 instances was it common for trained nurses to be deployed
specifically in giving nursing care rather than administrative or com­
bined skills, and in 3 such cases the sister concerned had another sister 
on her establishment. Thirty-three sisters (well over three-quarters) 
used any trained nurse who was on duty with them to share the supervisory 
and administrative role. If this is true in general, then it may be that 
an increase in the proportion of trained to untrained staff on a ward or 
department may lead simply to an increase in administrative and supervi­
sory tasks rather than to an increase in the quantity or quality of direct 
patient care. Nor does the provision of additional trained staff appear 
to be associated with an increase in teaching of students by the sisters. 
Almost all of those in column 3 (Table 7.21) and half in column 4 (Table 
7.21) thought the teaching level for student nurses inadequate. This is 
discussed in greater detail in the following sub section.
233
g. Student Nurse Supervision and Teaching
The estimated times spent on teaching by the sisters ranged from 0 to 
42 hours. Table 7.22 gives numbers of hours spent,and adequacy of time 
spent on teaching by unit.
TABLE 7.22 Number of hours teaching per week by sisters by nursing unit 
and adequacy of time spent.
NURSING
NUMBERS OP HOURS TEACHING 
PER WEEK
ADEQUACY OF 
TIME SPENT ON 
TEACHING PER WEEK
UNIT
6 6- 12- 18- 24- 30- Variable 
or not 
stated
Adequate Inadequate 
or serio­
usly inad­
equate
Not
Stated
TOTAL
MEDICAL 2 1 . 2 2 3 5
SURGICAL 1 4 1 2 4 6
SPECIALTY 3 1 3 2 5 7
EYE - 1 1 1 2 1 3
ACCIDENT 3 3 3 1 6 2 9
THEATRE 
& ITU 2 1 1 2 2 4 6 5. 1 12
TOTAL 11 6 1 4 6 14 15 23 4 42
With over a quarter of the sisters not attempting to estimate the number 
of hours they spent teaching the figures of Table 7.22 are of limited 
value. In addition, there are instances, for example, in the Eye Hospital, 
of sisters choosing to divide responsibility in such a way that one does 
most of the teaching and relatively little administration. However, it
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seems likely that, of the sisters willing to comment, more teaching took 
place on the Eye, Accident and Theatre units than in the remainder (see 
Tables 7.24 and 7.25). ‘Equally, Medical unit sisters may have spent les;*'. 
time on teaching than Surgical unit sisters, although the latter were If/ 3 
satisfied with the amount of time they spent on teaching than were the 
Medical unit sisters. Nevertheless it is clear that the amount of time 
spent by ward sisters on teaching is very small and in their own estima­
tion, inadequate in many instances. There was relatively little clinical 
instructor time available to the sisters and it was chiefly limited to the 
Medical and Surgical Units. Therefore, although these sisters spent less 
time teaching, it is possible that students were, in the end, given more 
supervision, because the clinical instructors came to the ward for this 
sole purpose (see Table 7.23), whereas Sisters must try to fit teaching 
into their tightly packed schedule of other duties. In addition, the 
Medical wards had approximately 24 hours clinical instructor time and the 
Surgical wards less than half of this, which possibly explains why the 
Surgical Sisters were less satisfied than the Medical Sisters. Although 
all but 2 wards in the Specialist Unit had clinical instructors time, the 
amount was not specified. Two sisters with 4 hours of clinical instructor 
time were doubtful of the desirability of more and four sisters who had 
none were also doubtful oh this score. One sister with 12 hours and 
3 sisters, with none, definitely wanted no more, and all of the remainder 
(over three-quarters) would like the clinical instructor time increased.
TABLE 7.23 Hours per week of clinical instructor time
NURSING 
UNIT
HOURS
0 <1 2 4 10 12 35 Variable Not State.d
MEDICAL 2 - 1 - 1 1 - - -
SURGICAL 2 1 - 2 - - - - 1
SPECIALTY 3 - - 1 - - - 3 -
EYE 0 - - - - - 1 - 1
ACCIDENT 7 - 1 - - - - - 1
THEATRE 
& ITU 9 - 1 - - - - - 2
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In general, the Sisters were not clear on the position of the clinical 
instructors in the organisation. Theoretically, the Clinical Instructor 
has Sister grading and is responsible to NOs and SNOs in the teaching 
division. Half of the Sisters consider that the Clinical Instructor should 
function according to the Sister's requirements, 6 according to her own 
preference and 6 the Student's preference; only 3 mentioned the Principal 
Tutor. Of 12 who had clinical instructors, half thought she should be 
responsible to them and in practise she was. Of the .'remainder, half 
thought she should be responsible to them but in practise was not, and half 
that she should not be but was.
h. Adequacy of Time on Administration
Most of the sisters with inadequate time for teaching were also the ones
2with inadequate time for administration, though a formal X test on the
column totals of Table 7.24 indicated that the differences could have
2arisen by chance (X = 3.19, DF = 1; 0.10>P>0.05). There appeared to be
no connection with age under these headings but rather with the general 
pressure of work in the area. As Table 7.25 shows only 9 sisters regarded 
teaching and administration as adequate while 17 thought both were 
inadequate.
TABLE 7.24 Neglect of administration to undertake actual nursing, and 
adequacy of teaching time, by nursing unit
NURSING
UNIT
ADMINISTRATION NEGLECTED
FREQUENTLY OCCASIONALLY NOT
INCLUDED
TOTAL
Teaching
Time
Adequate
Teaching
Time
Inadequate
Teaching
Time
Adequate
Teaching
Time
Inadequate
MEDICAL 2 3 5
SURGICAL 1 4 1 6
SPECIALTY 3 2 2 7
EYE 2 1 3
ACCIDENT 2 1 4 2 9
THEATRE 
& ITU 2 5 4 1 12
TOTAL 5 17 10 6 4 42
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TABLE 7.25 Adequacy of teaching and administration, by nursing unit
NURSING
UNIT
Teaching 
& Admin 
Adequate
Teaching
only
Adequate
Admin
only
Adequate
Teaching & 
Admin both 
Inadequate
Not
Included
TOTAL
MEDICAL 2 3 5
SURGICAL 1 1 4 6
SPECIALTY 1 1 2 3 7
EYE 2 * 1 3
ACCIDENT 1 4 2 2 9
THEATRE . 
& ITU 4 2 5 1 12
TOTAL 9 6 6 17 4 42
i. Relationships With Clerical and Domestic Staff and Voluntary Workers
At the time of the survey all wards had at least one part time ward 
secretary and some or all Medical, Surgical and Accident Unit wards had 
ward housekeeping teams responsible for all light domestic duties, inclu­
ding making up empty beds, meal services, etc. Ward clerks enjoyed a 
much higher level of acceptance by the sisters than did the housekeeping 
teams. Of 26 Sisters,all said that the clerks fitted in very well with 
the nursing staff and that they were indispensable or a great help. In 
addition, all but 4 said the clerk’s duties were very clearly or fairly 
clearly defined and, if performance called for intervention, the Sisters 
dealt directly with the matter themselves, although 2 also referred to the 
appropricte senior officer. Only 6 out of 16 Sisters found the house­
keeping teams indispensable; 5 thought them a great help, and 5 thought 
them of limited value or help. The majority felt the duties were defined 
only fairly clearly and that they fitted in fairly well with the nurses. 
The impression of uncertainty was also borne out in the question of super­
vision. Of 14 who answered it, 3 would take action themselves, 3 would 
refer the matter to the domestic supervisor and 8 would do both. At the 
time the questionnaires were circulated, housekeeping teams were still 
very much an innovation whereas ward clerks had become an accepted part 
of the establishment. One Sister volunteered the comment that the calibre 
of recruit to the housekeeping services was so poor that difficulties were
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unavoidable. If they were not well selected and trained, they were apt to 
be a liability rather than a help. Most of the sisters felt that they had 
sufficient authority to contol and coordinate the work of ancillary staff 
on the ward but a minority felt it to be insufficient or undermined by 
others. This is analysed by unit and age in Tables 7.26 and 7.27.
TABLE 7.26 Adequacy of authority by unit
NURSING
UNIT
AUTHORITY
Sufficient Insufficient Undermined Not
Stated
TOTAL
MEDICAL 3 - 1 1 5
SURGICAL 2 3 - 1 6
SPECIALTY 5 - - 2 7
EYE 2 - - 1 3
ACCIDENT 6 - 3 - 9
THEATRE 
& ITU 8 - 3 3. 12
TOTAL 26 3 7 6 42
TABLE 7.27 Adequacy of authority by age
AGE
GROUP
AUTHORITY
TOTALSufficient Insufficient Undermined Not
Stated
21- 5 - 1 2 8
26- 7 1 3 3 14
31- 9 1 3 1 14
41- 1 1 - - 2
51- 4 - - - 4
TOTAL 26 3 7 6 42
Four of the 7 whose authority was undermined by conflicting orders of 
others (mostly theatres) were not the only Sister, but all 3 who simply 
thought their authority not sufficient, rather than undermined by others, 
were the only Sisters on Surgical Wards,
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Voluntary Help.
Questions on Voluntary help only applied to between half and three-quarters 
of the sisters and the attitude was, on the whole, not enthusiastic.
Replies to these two questions are analysed in Table 7.28,
TABLE 7.28 Attitude to Voluntary Help by Nursing Unit
NURSING
UNIT GREAT HELP LITTLE HELP NA TOTAL
MEDICAL 3 1 - 5
SURGICAL 1 2 3 6
SPECIALTY 1 6 - 7
EYE 1 2 - 3
ACCIDENT 1 6 2 • 9
THEATRE - - 12 12
TOTAL 7 18 17 42
NA - Not applicable 
Of the 7 who found them a great help only 4 would like more, while 3 who 
had no voluntary help would like some. Age did not appear to itifluence 
this.
j. Relationships with Medical, Paramedical and Technical Staff
Questions were included to determine the sisters' satisfaction with the 
organisation of the medical, paramedical and technical work in the wards. 
The replies are analysed in Tables 7.29, 7.30 and 7.31.
TABLE 7.29 Opinions of Ward Sisters on Medical Staff Organisation
NURSING
UNIT
WORK OF MEDICAL STAFF ORGANISED - TOTAL
Very Well Fairly Well Not Very Well 
or Poorly >
MEDICAL 5 5
SURGICAL 1 4 1 6
SPECIALTY 4 1 6
EYE . 1 1 1 3
ACCIDENT 4 5 ' 9
THEATRE 
& ITU 3 4 5 12
TOTAL 9 23 10 42
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There were obvious differences between the units on the subject of medical 
organisation. Less than quarter of the Sisters thought the doctors work 
was organised very well and a similar number thought it was organised 
badly. ' (Table 7.29) The differences within units and correspondence 
between replies in, for example, particular surgical wards and theatres, 
suggests that the opinions partly reflect differences betv/een medical 
firms.
Only half of the Sisters had enough information on the work of paramedical 
and technical staff to achieve good coordination between them and the 
medical and nursing staff. Over half said that there was no clear system 
for exchange of necessary information but 16 thought there was. (Table 7.,30)
TABLE 7.30 Information and Communication between Paramedical, Technical 
and Nursing Staff
NURSING
UNIT
ADEQUATE INFORMATION INADEQUATE INFORMATION
Clear 
System of 
Communi- j 
cation
No System 
of
Communi­
cation
Total Clear ; 
System of 
Communi­
cation j
No System 
of
Communi­
cation
NS Total
MEDICAL 1 1 2 1 3 5
SURGICAL 2 2 I 3 6
SPECIALTY 3 1 4 1 2 7
EYE 2 2 1 3
ACCIDENT 3 3 6 3 9
THEATRE 
& ITU 3 2 5 5 2 12
TOTAL 14 7 21 2 17 2 42
NS - Not Stated
This disparity of views applies on one or both questions to all units.
All but 6 of the Sisters considered that the various professional and 
technical staff preferred to be regarded as separate autonomous profess­
ional groups rather than extensions of the medical or nursing team and 
over three-quarters said that they encouraged all the categories of staff 
to work together and understand each others work, rather than work in 
isolation. Seven relied on personal initiative in communication and
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and integration and 5 of the 7 were in under *30 age groups. Likewise there 
appeared to be a connection between age and communications between the para­
medical staff and the sisters as Table 7.31 shows.
TABLE 7.31 Information and Communication System by Age Group
AGE
GROUP
ADEQUATE INFORMATION INADEQUATE INFORMATION
ALLClear 
System of 
Communi­
cation
No System 
of
Communi­
cation
Total Clear 
System of 
Communi­
cation
No System 
of
Communi­
cation
NS Total
21- 4 2 6 1 13 1 15 21
31- 6 5 11 3 1 4 15
41- 1 1 2 2
51- 4 4 4
TOTAL 14 7 21 2 17 2 42 42
NS - Not Stated
Whether there was a clear system or not made little difference for the 31- 
40 group, most of whom found adequate information. For both older and 
younger groups adequacy was more associated with the existence of a clear 
system of communication, without which information broke down.
k. Supporting Services
Five questions werq included in which sisters were asked to rate in order 
of importance, the three services which: 
a presented the most frequent problems, 
b the most difficult problems, and 
c made the greatest effort to deal with problems.
The remaining two questions asked the sisters to rate all listed services 
according to the efficiency of the service and the relationships between 
the respective departments and the sisters. To compare the results of 
the first three questions in relation to the number of sisters involved 
(not all sisters received all services) the following method was adopted: 
A score of 3 was allotted for the highest rank, 2 for second and 1 for 
third. The scores were summed for each department and expressed as a 
percentage of the total possible score for that particular unit. Thus, if
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35 sisters received laboratory services, and all rated them first for
effort to solve problems, then the total possible points are 105
(ie 35 x 3) = 100%, but if 3 rate them first, 20 rate them second and 13
rate them third, then the total points are 62 (ie 3 x 3. +.20 x 2 + 13 x 1)
and the percentage is 62/105 =  59%>. The method' of rating efficiency of
services and relationships is explained later. The resulting ranking
order from the two sets of replies is shown in Table' 7.32 and the percentage
of varying levels of satisfaction in Figures 7.1 and 7,2.
TABLE 7.32 Sisters ratings of various departments on service provided,
staff relationships, effort made to solve problems, frequency 
of problems, and difficulty of problems.
Rank Good or 
very good 
service
Good or 
very good 
relationships
Most effort 
to solve 
problems
Most
frequent
problems
Most
difficult
problems
1 Social. Workers Engineers Social workers Supplies . Supplies
2 Dieticians Physiotherapists Physiotherapits Porters Porters
3 Med.technicians Social workers Laundry Laundry Pharmacy
4 Physiotherapist Occ.therapists C.S.S.D. Pharmacy Radiography
5 Occ.therapists C.S.S.D. Admission
Office
Radiography Telephone
6 C.S.S.D. Dieticians Engineers Telephone ' Laundry
7 Engineers Laboratory Ambulance Records Ambulance
8 Ambulance Med.technician Pharmacy Admissionoffice Engineers
9 Laboratory Ambulance Dietician Catering Admission
office
10 Admission
Office
Admission
Office
Catering C.S.S.D. Records
Office
11 Records Office Catering Porters Social
Workers
Catering
12 Catering Records Office Med.technicians Laboratory C.S.S.D.
13 Radiography Telephone Laboratory Engineers Laboratory
14 Pharmacy Laundry Radiography Dieticians -
15 Laundry Pharmacy Telephone Ambulance --
16 Telephone Radiography Supplies - --
17 Porters Supplies Occ.therapists - -
18 Supplies Porters - -
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Fig. 7.2 Assessment of ward sisters of the departments and services
(i) making the greatest effort to solve problems (ii) having 
the most frequent problems and (iii) having the most difficult
problems
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On the question of relationships with supporting services the sisters were 
on the whole very satisfied, although satisfaction with a few services was 
substantially lower than the average and the theatre unit was markedly 
less satisfied than the remainder. In addition, the high level of diss­
atisfaction expressed in the theatre unit accounts for most of the low 
score for two of the services. Moreover, it relates to only one theatre 
in the unit where, however, there were several sisters and correspondingly 
several expressions of dissatisfaction. (This might well have acted in 
the opposite direction and produced an excessively good score instead). 
Likewise the small minority.of sisters, expressing greater dissatisfaction 
than the reaminder with several of the listed services, were each in 
different units so that no one unit or service was unfavourably placed as 
a result of these differences.
The paramedical services had a clear lead both for the level of good 
relationships and efficiency of service given. The engineer's department 
which covers ward maintenance (electrical, plumbing, joinery, etc), was 
the only non paramedical department with the same level of satisfaction.
For 11 out of 12 theatre unit sisters the paramedical services were 
inapplicable so that their response relates entirely to the remaining 
services.
Table 7.33 gives the percentages of sisters in each unit who rated the - 
relationships and services good or very good, fair, poor or very poor, 
or refrained from specific comment (ie not stated or variable) and the 
percentage replies under the same headings for each of the services 
listed. These w'ere: catering, laundry, supplies, pharmacy, laboratory, 
radiography, physiotherapy, dieticians, social worker, occupational 
therapy, admission office, record office, ambulance service, porters, 
engineering, medical technicians, telephone service and central sterile 
supply department (CSSD). The total number in each table (ie 639 and 637) 
is the total number of responses from all sisters to all questions, exclud­
ing those from whom a response was not possible or indefinite. In short,
18 (service departments) x 42 (sisters) = 756 (total score). Likewise 
the numbers in individual columns are total responses of the unit sisters 
under the respective headings. The Eye and Accident units enjoyed best 
overall relationships with other departments and the theatre unit the
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poorest. The Eye unit also had the best overall opinion on efficiency 
of the respective services and the Theatre Unit the worst, the remainder 
being fairly similar and midway between the two extremes. These results 
are shown in greater detail diagramatically in figure 7.1. On the whole, 
the relationships between the wards and other departments tend to remain 
reasonably good where the efficiency of the service is high. There were 
a few instances, notably supplies, where the relationship outweighed the 
operational efficiency. The ranking order of these services remains 
virtually the same whether the theatre unit replies are included or 
excluded.
TABLE 7.33 Relationship with and efficiency of other services as judged
by sisters
Part A - Relationships
NURSING
UNIT
% RESPONSE OF SISTERS 
LISTED SERVICES ARE -
WHO THINK RELATIONSHIPS WITH
Very Good 
&c Good
Fair Poor & 
Very Poor
Not
Stated TOTAL NOTAPPLICABLE
No % No % No % ' No 7. • •
MEDICAL .71 78.9 17 18.9 1 1.1 1 1. 90
SURGICAL 82 76.6 20 18.7 4 3.7 1 0.9 170 1
SPECIALTY 95 77.2 2.1 17.1 6 4.9 1 0.8 123 3
EYE 30 85.7 4 11.4 1 2.9 35 19
ACCIDENT 125 82.7 22 14.6 4 2.6 151 11
THEATRE 
& ITU 93 69.9 27 20.3 13 133 83
TOTAL 496 78,0 111 17.3 27 4.2 4 0.6 639 117
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Part B - Efficiency
TABLE 7.33 (Continued)
NURSING
UNIT
% RESPONSE OF SISTERS WHO THINK EFFICIENCY OF 
LISTED SERVICES IS -
Very Good 
&c Good
Fair Poor & 
Very Poor
Not
Stated TOTAL NOTAPPLICABLE
No % No % No % No %
MEDICAL 58 64.4 25 27.8 5 5.6 2 2.2 90
SURGICAL 65 60.7 33 30.9 6 5.6 3 2.8 107 1
SPECIALTY 79 64. 2 31 25. 2 11 9.0 2 1.6 123 3
EYE 28 80.0 3 8.6 2 5.7 2 5.7 35 19
ACCIDENT 105 69.5 35 23.2 11 7.3 0 151 11
THEATRE 
& ITU 66 50.4 32 24.4 22 16.8 11 0.8 131 85
TOTAL 401 63.0 159 25.0 57 9.0 20 3.0 637 119
There is a loosely knit inverse correspondence between efficiency of service 
and the frequency or difficulty of problems but there is no apparent 
correspondence between efficiency of service and the effort made to 
resolve problems from the sisters' point of view. Although it cannot be 
demonstrated from the data, the nature of the respective services provides 
pointers towards possible causes for this. Similarly, it cannot be 
deduced that the high level of perceived effort explains the absence of 
problems, or that low efficiency and high level of problems are due to 
lack of effort. At least one department giving a relatively poor service 
has a high score for the level of effort it makes. Also, one or two 
departments giving high proportions of good service, presented virtually 
no problems, and scored very low on effort. It might well be argued that 
their level of efficiency is such that potential problems were averted 
or resolved and the level of expended effort was not readily apparent, or 
alternatively, that there were no problems and effort was, therefore, 
unnecessary. At the worst level of efficiency, relationships, and effort, 
the highest level of frequency and difficulty of problems appeared which 
raises the. query as to whether, within the existing organisation,:, these
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problems are of an intractable nature resulting in a vicious circle of 
useless effort, poor services, poor relationships, less effort etc.
Possibly the solutions are outside of the control of the sisters or the 
departments concerned.
From the accumulated evidence of all the questionnaires, interviews, etc 
the most likely explanation of this ranking order is the effect of poor 
coordination between certain vital services and the wards, on a severely 
strained service. It is interesting to note that, for the most part, 
paramedical and technical services were placed higher than others, despite 
the fact that, in the opinion of the Nursing Administration, these services 
are seriously deficient in quantity. Wards, nevertheless, can and still 
do sustain a consistently high turnover. The two categories of staff in 
this group who were allotted relatively low positions by the ward staff 
were those without whose services the high turnover cannot be maintained 
ie laboratory and radiography. Delays or deficiencies in these two 
services really do block beds and, as has already been seen, the ward and 
departmental nursing staff suffer the consequences of this as much as or 
more than the patients. The fact that, for example, inadequate physio­
therapy may block beds for long periods has less relevance for staff who 
are preoccupied with short term expedients. An extra period of physio­
therapy will not facilitate the dramatic recovery necessary to a seriously 
ill patient to obtain his discharge, whereas an X-ray or laboratory 
investigation for a less dependent patient may do so. Similarly, if the 
sudden discharge of a "clinically safe" patient without essential medical 
social worker participation results in long term disadvantages and possible 
readmission, this again is immeasurable against the short term advantage 
to the staff of the emergency discharge when they are inundated with 
emergency admissions and have no empty beds.
The same seems intuitively true of the non paramedical and technical 
services in which supplies, pharmacy, linen, portering, telephone service, 
all received relatively poor ratings from the sisters. Deficiencies in 
these services mean delay in the performance of essential basic care and 
patient movement; there is certainly some evidence that much of the 
confusion is nourished on the resentment of the staff towards the apparent
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indifference of senior medical staff who, it is thought, could alleviate 
some of the causes but choose instead to remain uninvolved.
1. Patient Care
Sisters were asked to select from five sets of alternatives on patient 
care, those which corresponded most closely with their own method of 
working. Some or all were considered inapplicable to several sisters, 
mostly in theatres. The replies are analysed by unit and b y  age in Table 7.34.
TABLE 7.34 Attitude of sisters to patient care anaylsed by unit and age' group
STATEMENTS UNITS AGE GROUP
Med Sur Spec Eye Acc The 21- 26- 31- 41- 51-
la 4 6 4 1 5 6 3 10 8 2 2
lb 1 0 3 2 4 2 4 4 3 0 0
NA 0 0 0 1 0 4 1 3 0 0 1
2a 1 1 1 2 3 1 3 1 6 1 0.
2b 4 5 5 0 4 1 2 10 4 1 2
NA 0 0 1 1 2 10 3 6 1 0 2
3a 3 2 5 2 4 3 4 9 5 1 2
3b 0 4 2 1 2 1 1 2 4 1 . 1
NA 2 0 0 0 3 8 3 6 2 0 1
4a 5 6 6 3 8 5 5 12 11 2 4
4b 0 0 0 0 0 1 1 0 0 0 0
NA 0 0 1 0 1 6 2 5 0 0 0
5a 5 5 7 3 8 5 5 13 11 0 4
5b 0 1 0 0 0 0 0 0 0 2 0
NA 0 0 0 0 1 7 3 4 0 0 0
Number in 
Group 5 6 7 3 9 12 8 17 11 2 4
TOTAL 42 42
STATEMENTS NA - Not Applicable
la Patients must be given fullest information 
lb Too much information is unnecessary or undesirable
2a Patients must fit in with ward routine
2b Patients should be themselves and help themselves regardless of routine 
3a Relatives & friends should visit often and participate in care
3b Increased visiting disrupts ward/tires patient/should be limited
4a Patients should understand and cooperate in care
4b Patients should place themselves in care of the staff and leave it to 
them
5a Staff should try to get to know patients as individuals 
5b Relevant information should be obtained through formal means - rounds, 
reports etc.
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Eighteen out of 24 ward Sisters who answered the question thought patients 
should be given the fullest information about their condition, treatment, 
prognosis, etc. Five of the 6 who thought the reverse, were in charge of 
areas where difficulties of communication may be expected, for example, 
limitation or absence of sight, (Eye) hearing (ENT) and consciousness, 
(Neurology) the latter also being associated with a high level of very ill 
patients. In addition, 5 of the 6 were under 30 years of age. Six Ward 
Sisters thought the patients should fit the ward routine and 16 that they 
should be themselves, and help themselves as far as possible regardless of 
routine. Three did not answer. In this instance, only 2 of the 6 were 
in under 30 age groups and they came from all but the Accident Wards. 
Fourteen Ward Sisters believed in relatively unlimited visiting and 10 
were opposed to it. There were distinct differences in units in this 
respect. No Medical Sisters opposed liberal visiting although one was 
uncertain. All but 2 Surgical Sisters were in favour of limited visiting 
and in the other units opinion was divided. All but one who answered the 
question thought that patients should be encouraged to understand and 
cooperate in their care rather than trusting the staff blindly and leaving 
it in their hands. Similarly, all thought that staff should try to get to 
know the patients as individuals to improve their understanding of them, 
rather than relying on formal communications.
Although the numbers are small the nature of the differences suggests that 
it may be reasonable to hypothesise associations between adequacy of 
communications and either experience of Sisters in coping with potential 
stress (young Sisters were more in favour of limited information) or 
difficulty (almost all were in areas of potentially difficult to communi­
cate with patients). The opposition to liberal visiting arrangements could 
be due to the difficulty of trying to sustain theatre patient movement, 
dressings etc in the presence of visitors.
Sisters were also asked to rate the adequacy of Sister/patient contact and 
Doctor/patient communications. The replies are analysed by unit in Tables 
7.35 and 7.36.
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TABLE 7.35 Adequacy of Sister/patient contact
NURSING
UNIT
SISTER/PATIENT CONTACT
More than 
Adequate
About Right Inadequate or 
Very Inadequate
Not
Applicable
TOTAL
MEDICAL - 3 . 2 - 5
SURGICAL 1 3 2 - 6
SPECIALTY - 4 3 - 7
EYE - 2 1 - 3
ACCIDENT 2 5 2 - 9
THEATRE 
& ITU 1 2 - 9 12
TOTAL 4 19 10 9 42
-
TABLE 7.36 Adequacy of doctor/patient communication
NURSING
UNIT
DOCTOR/PATIENT COMMUNICATIONS
More than 
Adequate
About Right Inadequate or 
Very Inadequate
Not
Applicable
TOTAL
MEDICAL - 2 3 - 5
SURGICAL - 4 2 - 6
SPECIALTY 1 3 3 - 7
EYE - 3 - - 3
ACCIDENT 2 5 2 - 9
THEATRE 
& ITU - 2 2 8 12
TOTAL 3 19 12 8 42
There were only 4 instances in which a Sister rating Dcotor communica­
tions inadequate also rated sister contact inadequate. These consisted 
of 1 Surgical and 1 Specialty Ward Sister and 2 Accident reception sisters. 
Two Medical, 2 Surgical and 4 Specialty sisters had also rated their time 
on both teaching and administration inadequate. All but 3 of those who 
thought the medical work was badly organised also thought the doctor/patient
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communication inadequate, and the 2 Surgical Sisters, who thought 
communications seriously inadequate, were from the wards where beds were 
allocted between several surgeons.
The last question in this section asked the sisters to rate the standard 
of care they thought they achieved as average, above average (ie good), 
or less than they would like (ie poor)c Tables 7.37 and 7.38 analyse 
these replies by unit and age.
TABLE 7.37 Standard of patient care as judged by ward sister by nursing 
unit
NURSING
UNIT
ABOVE AVERAGE AVERAGE LESS NOT STATED TOTAL
MEDICAL 2 2 1 - 5
SURGICAL 2 2 2 - 6
SPECIALTY - 5 2 - 7
EYE 1 2 - - 3
ACCIDENT 5* 2** 2 7
THEATRE 
& ITU 2 5 4 1 12
TOTAL 12 18 11 1 42
* Includes 2 wards ** Includes 1 Ward
TABLE 7.38 Standard of patient care as judged by ward sister by age group
AGE
GROUP ABOVE AVERAGE AVERAGE LESS NOT STATED TOTAL
21- 1 4 3 - 8
26- 3 6 4 1 13
31- 7 5 2 - 14
41- - 1 1 - 2
51- 1 2 1 - 4
TOTAL 12 18 11 1 42
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Just under half thought it was average and the remainder were equally divi­
ded between feeling that it was better or worse (Table 7.37)* Six of the 
11 who thought it good were in the 31-40 age group and 7 of the 11 who 
thought it poor were in the under thirty age group (Table 7.38). Taken as 
an index of morale, the Accident Unit was a clear leader on this question 
with 5 out of 9 Sisters saying the standard was above average (4 of the 5 
were in the 31-40 age group) 2 average, and 2 poor. No one in the 
specialty unit thought it above average and no one in the eye unit thought: 
it poor.
7.6 RELATIONSHIPS WITH ’AND EFFECTIVENESS OF SUPERIORS
At the time of the survey, the nursing service had had two years experience 
of the Salmon System of Nursing Administration. A series of questions 
was therefore included to determine the sisters1 opinions on the effective­
ness of communications and relationships within the nursing hierarchy.
Three further headings for analysis within the context of relationships 
with Superiors covered the existence and management of conflict with and 
between the three groups of Nursing, Medical and Lay Superiors, the per­
formance of the three groups in terms of coordination, and recognition of 
the Sisters’ contribution by all three.
a. The Nursing Hierarchy
The first two questions asked (a) whether the Sisters viewed their respec­
tive nursing officers as advisor, colleague, senior officer or other role, 
and (b) which of these was most conducive to efficient running of the ward 
or department. The replies are analysed in Table 7.39.
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TABLE 7.39 Existing and ideal relationship between sister and 
Nursing Officer as judged by the sisters.
NURSING
UNIT *AA
i
CC SS CA SA SC AC NC VC IS TOTAL
MEDICAL 4 0 0 1 0 0 0 0 0 0 5
SURGICAL 3 2 1 0 0 0 0 0 0 0 6
SPECIALTY 4 0 0 0 0 2 0 0 1 0 7
EYE 0 1 0 0 1 0 0 0 1 0 3
ACCIDENT 3 4 0 0 0 1 1 0 0 0 9
THEATRE
& ITU 4 2 0 0 0 1 2 2 0 1 12
TOTAL 18 9 1 1 1 4 3 2 2 1 42
*Tlie first letter of each column heading denotes the existing relationship 
and the second, the ideal. A =  Advisor C = Colleague S = Senior Officer 
N = No relationship V = Combination of Advisor and Colleague I = Inferior
For well over half of the Sisters,their reply to the first question 
corresponded with their reply to the second but not all of these held the 
same view; 18 (or less than half) regarded the nursing officer as an 
adviser or consultant and that this was the ideal relationship; 9 regarded 
her as a working colleague and thought this was the ideal relationship 
and 1 regarded her in practise as a senior officer and thought this was 
the ideal situation. Eleven Sisters thought that the nursing officer 
should ideally be regarded as a working colleague but, in practise, 4 of 
these regarded her as a senior officer, 3 as an advisor, 2 said it was a 
combination of both, and 2 had no relationship at all with her. Twenty 
Sisters thought that the ideal relationship was advisor, and an equal 
number believed the nursing officer should be a working colleague.
The third question asked whether this relationship had improved, deter­
iorated or remained the same since Salmon. The answers are analysed in 
Tables 7.40 and 7.41.
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TABLE 7.40 Change in relationship between sisters and superiors' since 
the introduction of Salmon as seen by sisters, analysed by 
existing and ideal relationship
CHANGE SINCE 
SALMON *AA CC SS CA SA SC AC NC VC IS TOTAL
Improved 8 4 1 0 0 0 0 0 1 0 14
No change 10 5 0 1 1 1 1 1 1 1 22
Deteriorated 0 0 0 0 0 1 2 1 0 0 4
Not Stated 0 0 0 0 0 2 0 . 0 0 0 2
TOTAL 18 9 1 1 1 4 3 2 2 1 42
* For explanation see footnote to Table 7.39
TABLE 7.41 Change in relationship between sisters and superiors since the 
introduction of Salmon as seen by sisters, analysed by < 
nursing unit
CHANGE SINCE 
SALMON MEDICAL SURGICAL SPECIALTY EYE ACCIDENT THEATRE TOTAL
Improved 2 4 2 - 3 3 14
No change 3 2 4 3 4 6 22
Deteriorated - - - - 1 3 4
Not Stated - - 1 - 1 - 2-
TOTAL 5 6 7 3 9 12 42
i
For over half of the Sisters there had been no change; 13 who felt that 
there had been an improvement were amongst those for whom the nursing 
officer role corresponded with their ideal, and the reverse was true of 
those for whom the situation had deteriorated. The nature of the role 
appeared less important than congruity between the actual and the ideal 
relationship and this seemed to hinge on the individual Sister’s inter­
pretation of it. On the surgical unit, which was most successful in this 
respect, there were three different perceptions of this role in relation 
to the one unit nursing officer; all were congruent and for 4 out of 6 
the relationship had improved. Conversely, the least satisfactory unit
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(theatres) showed the widest array of interpretation and incongruity which 
included (a) the Senior Sister regarding her nursing superior as her 
inferior and Salmon had made no difference, and (b) 2 junior Sisters saying 
that they had no relationship with the nursing officer because they had no 
access to her. At the same time however there were as many theatre sisters 
for whom the relationship had improved (3) but these were in different 
theatres. There was no apparent association between the above replies 
and age groups.
Questions on effectiveness of communication between the Sisters and the top 
levels of the Nursing Administration are analysed in Table 7.42.
TABLE 7.42 Analysis of change in communications since Salmon and the 
effectiveness of communications.
NURSING
UNIT
COMMUNICATIONS UP
Improve­
ment
No Change Deteriora­
tion
Don’t Know ALL
Effec­
tive
Poor Effec­
tive
Poor Effec­
tive
Poor Effec­
tive
Poor Effec­
tive
Poor
MEDICAL 3 1 1 4 1
SURGICAL 2 3 1 5 1
SPECIALTY 2 2 1 1 1 4 3
EYE 1 1 1 2 1
ACCIDENT 4 1 1 1 2 6 3 •
THEATRE 
& ITU 2 4 2 3 1 7 5
TOTAL 12 10 6 4 8 2 28 14
COMMUNICATIONS DOWN
MEDICAL 1 3 1 2 3
SURGICAL 3 1 2 5 1
SPECIALTY 2 3 1 1 6 1
EYE 1 1 1 3 -
ACCIDENT 5 1 3 6 3
THEATRE 
&. ITU 3 5 1 3 8 4
TOTAL 15 1 12 1 2 10 le 30 12
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The analysis revealed that for over half of the Sisters commurirations were 
thought to be reasonably effective though only 3 said very effective; 15 
thought upward communications were poor or very poor and almost as many 
said the same of downward communications. Over a quarter thought they had 
deteriorated since Salmon and the remainder were almost equally divided 
between thinking there had been no change or alternatively, an improvement.
The Accident and Medical Unit showed the greatest improvement in upward 
communications and the Surgical and Theatre units the least change, although 
Surgery had the highest proportion of effective communication and Theatre 
and Specialties the lowest. The Medical unit was least satisfied-with 
downward communications and the Surgical unit most satisifed. The 
Specialties and Theatre unit were all very divided and reflected effective 
but unchanged communications more than effective improved communications 
whereas for all but oneAccident unit Sister the situation had changed; 
for 5 it was improved but for 3 it was poor and had deteriorated.
b. Conflict with/between Superiors
All but 3 Sisters experienced conflict with their nursing officers sometimes 
but for only 1 did this occur often. For half of them a satisfactory 
compromise could usually be expected, but over a quarter expected to have 
to submit to the nursing officers' requirements and for 6 others the situ­
ation was more likely to remain unresolved. (Table 7.43) None of the 
Sisters expected that the nursing administration would give way to the 
Sisters1 requirements.
TABLE 7.43 Resolution of conflict with nursing officers by age group of 
sister and nursing unit
NURSING
UNIT
21- 26- 31 - 41- 51- ALL
S G U NA S C U
N
A S G U
N
A S c u
N
A S c u
N
A S C u
N
A A
MEDICAL - 1 I - - 1 - - 1 - - - - - - - - - - 1 1 2 1 1 5
SURGICAL - - - - - 3 - - 1 - - - - 1 - - - 1 “ - 1 5 - - 6
SPECIALTY 1 1 2 1 ~ 2 5 2 - - 7
EYE 1 1 - 1 1 1 - 1 2
ACCIDENT 1 - - - 1 3 - - - 3 - 1 - - - - - - - - 2 6 - 1 9
THEATRE 1 2 1 - 2 1 - 1 1 2 - - - - - - 1 - - 2 6 4 - 12
TOTAL 3 4 2 - 3 10 1 - 6 4 2 1 - 2 - - - 2 - 2 12 22 5 3 42
S—Submit to nursing Admin C=expect a compromise U=unresolved 
NA=Not applicable (because no conflict)
From these replies it seems that the outcome of difficulties is dependent 
more upon unit than age. The 31-40 age group differed from t^ te others in 
that most of these Sisters expected to submit to the requirements of their 
superiors. The opposite was true of the 26-30 group. However, submission 
seemed most common in the specialties unit (the NO subsequently promoted 
to SNO) and compromise in the accident and surgical units, regardless of 
age. The medical and theatre units presented a mixture of all replies in 
relation to age and contained all 5 (1 medical and 4 theatre) who expected 
no solution to the difficulties. Contrary to the belief of the consultants, 
only 2 sisters never experienced difficulties either directly with their 
nursing superiors, or through conflict between the nursing administration 
and medical staff. With regard to the latter, frequency of such problems 
was greater in the medical, specialties, and theatre units than in the 
remainder. Two Sisters (Private and Theatre) experienced such problems 
more frequently than any other sister. The outcome of such difficulties 
from the Sisters’ point of view, however, is not known. The majority of 
sisters selected the same reply to this question indicating that they were 
likely to try to get the conflicting parties to see each others point of
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view, but 4 theatre sisters, 1 medical and 1 eye unit sister said that the 
conflict was likely to remain unresolved.
Questions concerning the outcome of difficulties with the lay administration 
either dix’ectly or indirectly showed that, for half of the Sisters the 
problem of direct conflict with lay administration never arose. As'far as 
problems between administrators and nursing superiors were concerned, the 
same was true of almost half of the Sisters and in most cases (ie 15 
sisters) the same individuals indicated difficulties under both headings. 
(See Table 7.44)
TABLE 7.44 Conflict between lay administration and sisters and between 
nursing superiors and lay administration.
NURSING
UNIT
Indirect 
,conflict 
between nur­
sing superiors 
&• administration
DIRECT CONFLICT WITH ADMINISTRATION
Occasionally Never Not Stated Total
MEDICAL Occasionally 1 2 1 4
Never - - 1 1
Not Stated - - - -
SURGICAL Occasionally 4 1 5
Never - 1 - 1
Not Stated - ' - - -
SPECIALTY Occasionally - 2 1 3
Never - 3 - 3
Not Stated 1 1 1 1
EYE Occasionally 2 - _ 2
Never - 1 - 1
Not Stated - - - -
ACCIDENT Occasionally 4 2 6
i Never 1 2 - 3
Not Stated - - - -
THEATRE Occasionally 4 - - 4
Never - 7 - 7
Not Stated - - 1 1
TOTAL Occasionally 15 6 3. 24
Never 1 14 1 16
Not Stated - - 2 2
16 20 6 42
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The Accident and Surgical units, which appear to have better relations 
with medical staff than do the other units, also appear to experience less 
satisfactory relationships with administrators, although in no instance is 
there said to be anything more than occasional difficulty which is in most 
cases easily resolved.
TABLE 7.45 Resolution of direct and indirect conflict with lay 
administration.
NURSING
UNIT
Indirect
Conflict
Resolved
DIRECT CONFLICT WITH ADMINISTRATORS RESOLVED
Easily With Difficulty Not Applicable Total
MEDICAL Easily 1 .. 1
Difficulty - - 3 3
Not Stated - - 1 ].
SURGICAL Easily 1 - 1 - •1
Difficulty - 2 1 3
Not Stated - - 1 1
SPECIALTY Easily 1 _ M 1
Difficulty 1 - 1 2
Not Stated - - 4 4
EYE Easily 2 _ _ 2
Difficulty - 1 - 1
Not Stated - - - -
ACCIDENT Easily 3 1 4
Difficulty - 3 - 3
Not Stated - - 2 2
THEATRE Easily 4 _ _ 4
Difficulty - 2 - 2
Not Stated - - 6 6
TOTAL Easily 12 _ 2 14
Difficulty 1 8 5 14
Not Stated - - 14 14
For 12 Sisters who experienced direct and indirect conflict, solutions 
were easily reached, but for 7 others they were reached .’with difficulty 
or with an unsatisfactory outcome and the same was true for 3 more 
referring only to indirect conflict (Table 7.45)
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c* Performance of and Recognition by Superiors
In the following tables .the three groups are compared in relation to the 
Sisters' perception of their understanding of the Sisters and each others 
problems, their efforts and achievements towards coordination, and their 
appreciation (or otherwise) of the Sisters’ contribution.
TABLE 7.46 Sisters' v i e w s  of the extent to which nursing administra­
tion (a) understand the problems of Sisters (b) try to under­
stand the problems of medical and lay administration and (c) succeed 
in meeting the requirements of these two groups to achieve a 
smooth overall service analysed by nursing unit.
NURSING
UNIT
*A
Understand Sisters' 
Problems
*B
Understand Medical 
St. Lay Administration 
Problems
*C
Meet Medical 6c Lay 
Administration re­
quirements to achieve 
smooth overall 
service
1 2 3 TOTAL 1 2 3 TOTAL 1 2 . 3 TOTAL
MEDICAL 2 2 1 5 2 3 - 5 3 2 - 5
SURGICAL 2 4 - 6 2 4 - 6 3 3 - 6
SPECIALTY - 3 4 7 1 5 1 7 - 7 - 7
EYE 1 2 - 3 - 3 - 3 - 3 - 3
ACCIDENT 4 4 I 9 3 6 - 9 1 8 - 9
THEATRE 
& ITU 6 5 1 12 6 6 - 12 - 7 5 12
TOTAL 15 20 7 42 14 27 - 42 7 30 5 42
*A 1 Understand very *B 1 Seem to make a *C 1 Very Successful
well lot of effort 2 Quite successful
2 Fairly well 2 Make some effort 3 Little or no
3 Poor understanding 3 Little or no success
effort
The replies were also analysed be age and appeared to be uninfluenced by it. 
The specialty and eye units tended to differ from the others in their 
reservations on the effort made or success achieved by the nursing admini­
stration in coordinating with other groups of staff. The specialty unit 
was unlike all of the others in that none of the Sisters there thought
262
TABLE 7♦47 Sisters' views of the extent to which the nursing admini­
stration (a) shows appreciation for the Sisters' efforts to 
do a good job (b) criticise the way the Sisters' do their job 
and (c) imply that Sisters' job is an important one, analysed 
by nursing unit.
NURSING
UNIT
*A Appreciation *B Criticism *C Importance
1 2 3 4 5 Total 1 2 3 4 5 6 Total 1 2 3 4 5 Total
MEDICAL 1 - 3 1 5 - - 3 1 1 - 5 - 5 - - - 5
SURGICAL 1 1 2 - 6 - - 1 3 2 - 6 1 5 - - - 6
SPECIALTY - 2 3 1 1 7 - - 5 1 - 1 7 1 5 1 - - 7
EYE - 2 1 - - 3 - - 2 1 - - 3 1 2 - - - 3
ACCIDENT - 4 4 - 1 9 - 1 3 5 - - 9 4 2 3 - - 9
THEATRE 
& ITU 1 6 3 1 1 12 - 1 2 7 2 - 12 3 7 1 1 - 12
TOTAL 3 15 16 5 3 42 - 2 16 18 5 1 42 10 26 5 1 - 42
1 A lot *B 1 A lot *C 1 Very important
2 Usually 2 Usually 2 Fairly important
3 Occasionally 3 Occasionally 3 Indifferent
4 Rarely 4 Rarely 4 Little importance
5 Never 5 Never 5 Unimportant
6 Not Stated
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nursing administration had a good understanding of the'problems, and the 
majority rated it poor on this question. None of the Eye or Theatre unit 
Sisters thought their superiors were very successful in achieving smooth 
coordination with other groups and almost half of the theatre sisters said 
the nursing administration had little or no success in this respect. Their 
view was not, however, restricted only to the nursing administration, the 
other two groups were rated equally badly.
Overall it seems that the specialty and theatre units had less good rela­
tionships with the nursing administration than did the others, but for 
many of these sisters the situation had been unsatisfactory prior to the 
implementation of Salmon, judging by their replies to the questioixs concern­
ing this. Although the Medical staff were rated higher than nursing 
administration by a few Sisters on the importance attached to the Sisters1 
job, the nursing administration on the whole was rated higher by the 
Sisters than were medical staff or lay administration on most of these 
questions.
The nursing administration was 011 the whole slightly less critical than the 
medical staff of the Sisters' performance, but also less appreciative. 
(Tables 7.47 and 7.48) Similarly, fewer Sisters felt that senior nursing 
staff attached a lot of importance to the Sisters' job than thought so of 
the medical staff, but equally, fewer thought the nursing administration 
attached little or no importance to the Sisters' job. On all three 
questions of understanding, effort and achievement, the nursing admini­
stration was rated higher overall by the Sisters than medical or lay 
administrative staff.
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TABLE 7.48 Sisters’ views of the extent to which medical staff
(a) understand the problems of the Sisters’ job (b) try to 
understand the problems of nursing and lay administrators’ 
jobs,, and (c) succeed in meeting the requirements of these 
two groups to achieve a smooth overall service, by nursing 
unit
NURSING
UNIT
*A Understand 
Sister’s problems
*B Understand 
Nursing and 
lay Admini­
stration 
problems
*C Meet require­
ments of nursing 
and lay admini­
stration and achieve 
smooth overall 
service
1 2 3 4 5 Total 1 2 3 4 Total 1 2 3 Total
MEDICAL - 4 - - 1 5 - 4 - 1 5 - 3 2 5
SURGICAL - 4 1 1 - 6 4 2 - 6 - 1 5 6
SPECIALTY 1 3 3 - - 7 - 7 - - 7 - 7 - 7
EYE 2 1 - - 3 - 2 1 - 3 - 3 - 3
ACCIDENT 5 3 1 - - 9 3 6 - - 9 2 7 - 9
THEATRE 
& ITU 3 5 2 2 - 12 2 5 5 - 12 1 6 5 12
TOTAL 11
20 7 3 1 42 5 28 8 1 42 3 27 12 42
------
*A 1 Understand very well
2 Fairly well
3 Only poor understanding
4 Hardly an understanding
5 No understanding at all
*B 1 Seem to make 
a lot of 
difference
2 Make some effort
3 Make a little 
effort
4 Not Stated
*C 1 Very Successful
2 Quite Successful
3 Little success
TABLE 7.49 " Sisters' views of the extent to which medical staff
(a) show appreciation for the Sisters' efforts to do a good 
job (b) criticise the way the Sisters do their job, and 
(c) imply that the Sisters' job is an important one, analysed 
by nursing unit
NURSING
UNIT
*A APPRECIATION *B CRITICISM *C IMPORTANCE
1 2 3 4 5 Total 1 2 3 4 5 6 Total 1 2 3 4 5 6 Total
MEDICAL 1 3 - 1 - 5 - 1 3 - ~ 1 5 2 1 1 - - 1 5
SURGICAL 2 2 - 2 - 6 - 1 1 4 - - 6 4 - - 1 1 - 6
SPECIALTY 3 3 1 - - 7 Ti ~ 3 4 - - 7 3 3 1 - - - 7
EYE 1 2 - - - 3 - ~ 1 2 - - 3 3 1 2 - - - 3
ACCIDENT 4 3 1 1 - 9 “ " 4 5 - - 9 3 6 - - - - 9
THEATRE 
& ITU 3 4 4 1 - 12 - 2 6 3 1 - 12 4 4 2 1 1 - 12
TOTAL 14 17 6 5 42 - 4 18 18 1 1 42 17 16 4 2 2 1 42
*A 1 A lot *B 1 A lot *C 1 Very important
2 Usually 2 Usually 2 Fairly important
3 Occasionally 3 Occasionally 3 Indifferent
4 Rarely 4 Rarely 4 Little importance
5 Never 5 Never 5 Unimportant
6 Not Stated 6 Not Stated
Generally the medical unit Sisters were more guarded in their replies on 
medical staff than were the remainder - all had expressed the views that 
the medical work was fairly well organised, but none thought very well or 
very badly; 3 of the 5 thought doctor/patient communications- were 
inadequate. On questions of appreciation, criticism and importance of the 
job, not all the Sisters chose to reply and only 2 thought the medical 
staff made the Sisters' job seem very important; 4- thought they understood 
the problems of the job fairly well and made some effort to understand 
the problems of the nursing services and administation but only 3 thought 
they were quite successful in their efforts and 2 thought they had little 
or no success. Only 1 surgical Sister thought medical staff were very 
well organised and 1 thought very badly, but they were more satisfied than 
the Medical Sisters with the adequacy of doctor/patient communications.
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They were divided on the question of appreciation and the sisters who 
thought that the doctors rarely or never showed any appreciation were from 
the wards where the beds were used by several different firms. These wards, 
however, also experienced less criticisms but felt that the medical staff 
made their jobs seem very unimportant and had little or no understand of 
the problems of the job. One of these wards was also one of the two in 
which the medical staff were thought to- make little or no effort to under­
stand nursing and administration problems and all but one surgical Sister 
thought they showed little or no success in meeting the requirements of 
others in the interests of a smooth overall service.
The differences in opinion between specialty unit Sisters also appeared 
to relate to different firms but, with one exception, the replies were 
altogether more favourable. There was more appreciation, less criticism, 
and more importance attached to the Sisters’ job. However, 3 thought 
that medical staff had only a poor understanding of the problems of the 
job and one of these was from a ward dealing with several different medical 
firms. All thought the medical staff made some effort to understand the 
problems of nursing and administrative staff and all thought they were 
quite successful in meeting their requirements to achieve a smooth overall 
service. The Eye unit Sisters all held different opinions on the effic­
iency of the medical organisation but thought the level of patient/doctor 
communication satisfactory.. All gave wholly or partly favourable replies 
to all six questions. There were no implications of dissatisfaction.
The Accident unit Sisters expressed the highest overall levels of satis­
fied answers to all of the medical questions. Only 2 Sisters thought the 
medical staff were rarely or never appreciative of their efforts. One of 
these 2 thought the medical staff had only a poor understanding of the 
problems of the job. Both were outside the ward areas. The theatre unit 
Sisters were very divided on the efficiency of medical organisation. Only 
3 thought the work was very well organised and 5 thought it was poorly 
organised; 4 of the 5 were in the main theatre block. Eleven out of the 
12 theatre Sisters thought that the question of the level of doctor/ 
patient communication was inapplicable while the exception thought it very 
inadequate. Opinions were divided on the level of doctor appreciation;
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only 3 thought the doctors showed a lot of appreciation but a relatively 
high proportion thought the doctors attached a lot of importance to the 
Sisters’ job and, in this, they resembled the surgical unit Sisters* At 
the same time, however, 5 thought the medical staff were rarely or never 
appreciative and 4 thought they were indifferent or attached little 
importance to the Sisters’ job. Apart from the Senior Sister in main 
theatre, most of the less favourable reactions in the theatre unit were 
in this area. This unit also accounted for a high proportion of the 
expressions of dissatisfaction with the medical staffs’ understanding of . 
the problems of the job, their effort to understanding nursing and admini­
strative problems, or their success in meeting other staffs' requirements 
to achieve a smoothly running service. Again, the majority of the less 
satisfied sisters were in the main theatre area.
Although it is difficult to summarise the Sisters’ opinions on the medical 
organisation precisely, it seems from the above analysis that, with the 
exception of the accident unit, the Sisters were generally not satisifed 
with the working.relationships between themselves and the medical staff 
or with the efficiency of the latter’s organisation. In addition, many 
were openly critical of different aspects and only a small minority were 
wholly satisfied on all questions. Analyses by age groups showed no 
significant trends.
The remaining five questions on relationships between the Sisters and the 
lay administration serve largely to emphasise the absence of direct 
interaction between the two. For a large number of Sisters there was 
neither appreciation, criticism nor understanding of problems although the 
level of effort and success compared favourably with that of the medical 
staff.
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TABLE 7.50 Sisters’ views of the extent to which lay administrative
staff (a) understand the problems of the Sisters' job 
(b) try to understand the problems of nursing and medical staff 
and (c) succeed in meeting the requirements of these two groups 
to achieve a smooth overall service by nursing unit.
NURSING
UNIT
*A Understand 
.Sisters 1 
Problems
*B Understand 
Nursing Admin 
& Medical 
Problems
*c Meet Nursing and 
Medical require­
ments, to achieve 
a smooth overall 
service
1 2 3 4 5 Total 1 2 3 4 Total 1 2 3 4 Total
MEDICAL 1 2 1 1 - 5 - 4 1 - 5 - 4 1 - 5
SURGICAL - 3 1 1 1 6 - 3 2 1 6 - 1 4 1 6
SPECIALTY - 2 3 2 - 7 - 5 2 ~ 7 - 7 - - 7
EYE 1 - 2 - - 3 - 2 1 - 3 - 3 - - 3
ACCIDENT - 3 4 1 1 9 - 6 3 - 9 - 8 - 1 9
THEATRE 
& ITU 2 2 3 2 3 12 4 4 1 3 12 1 5 3 3 12
TOTAL 4 12 14 7 5 42 4 24 10 4 42 1 28 8 5 42
*A 1 Understand very well *B 1 Seem to make a *C 1 Very successful
2 Fairly well lot of effort 2 Quite successful
3 Poor understanding 2 Make some effort 3 Little or no
4 Little or none 3 Little or no success
5 Not stated effort 4 Not stated
4 Not stated
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TABLE 7.51 Sisters' views of the extent to which lay administrative
staff (a) show appreciation for the sisters' efforts to do 
a good job (b) cirticise the way th sisters do their job 
and -(c) imply that sisters' job is an important one, analysed 
by nursing unit
*A 1 A lot
2 Usually
3 Occasionally
4 Rarely
*B 1 A lot
2 Usually
3 Occasionally
4 Rarely
5 Never
6 Not stated
*C 1 Very important
2 Fairly important
3 Indifferent
4 Little importance
5 Unimportant
6 Not stated
Apart from thefairly wide consensus of opinion on the two questions con- 
earning effort made to understand the problems of the other groups and 
the degree of success in meeting their requirements the replies varied 
widely over the range of possible answers to the remainder. ('see Tables 
7.50 and 7.51).■ The only exceptions to this were in the surgical unit 
where most of the Sisters thought the administrators had little or no 
success in achieving a smooth overall service. 3 theatre sisters held the 
same view. The same replies were analysed by age and the results were 
no different.
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-7.7 OPINIONS ON RESEARCH PROJECT
Almost three-quarters of the Sisters thought the questionnaires covered the 
important aspects of their work fairly well and all but 3 of the remainder 
thought very well; 1 Accident, 1 theatre and 1 eye Sister answered not 
very well to this question. On the question of further research, there was 
less enthusiasm (Table 7.52). Almost half would be willing to participate 
if it would be of some use, and the remainder were almost equally divided 
between being very willing to participate and being not very keen but 
might agree if necessary. No oiie was entirely opposed to further partici­
pation and no one thought the questionnaire covered their organisation very 
badly.
TABLE 7.52 Assessment of adequacy of questionnaire and willingness to 
participate in further research
Willing to 
participate in 
further research
QUESTIONNAIRE COVERED WORK TOTAL
Very Well -^alrly .Well Not Very Well
Very willing 5 5 - 10
Willing with 
reservations 5 14 1 20
Not very willing 
but might 2 7 1 10
Not Stated - 1 1 2
TOTAL 12 27 3 42
Analysis by age and unit indicated that there was no apparent association 
between the two sets of answers and these two factors.
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7.8 Question Interaction
With such a small sample si?:e, the extent to which interaction between 
questions can be examined is limited. Nevertheless, questions which 
demonstrated obviously differing opinions between sisters were analysed 
to determine how far a particular reply to one question was likely to be 
associated, with a similar reply to another. To this end, the replies were 
dichotomised into positive or negative answers, for example, less than or 
more than five years service, nurse allocation adequate or inadequate, 
etc. The relationship between variables could then be expressed as a 
fourfold table showing in its cells the number of cases in which both 
variables are positive, both negative, and one positive and one negative.
A chi-square test indicates whether the observed relationship between the 
variables is likely to have arisen by chance. For ease of presentation 
the analysis is condensed into a matrix of concomitance based on the 
following information.
(i) The number of "positive1' cases for the first variable
(ii) The number of "positive" cases for the second variable
(iii) The number of "positive" cases for the two variables
(iv) The total number of ward sisters in the sample
Given this information the numbers in the other cells of the fourfold table
can be obtained by subtraction as in the following example. In the matrix,
the initial cells are:
Variable
Numbers 1 2 3 4
T 24 11 16 •
2 17 9 •
3
A
23 9
From this, and the fact that there were 42 sisters in the sample, the full 
2 x 2  table for variables 1 and 2 can be constituted as follows:
Variable 1
Variable 2 + — Total
+ 11 (6) 17
- (13) (12) (25)
Total 24 (18) 42
The numbers in brackets in the above table can be obtained by subtraction 
and are, therefore, omitted from the matrix. Not every question was 
applicable to or answered by every sister. For the majority of questions 
the total number of sisters, namely 42, is relevant and these are analysed 
in Table 7.53a, but for a few questions the total number varies, and to 
avoid confusion, these questions are. analysed separately in Table 7. 53b 
in a slightly different format. The same principle applies to both parts
of the table.
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TABLE 7.53a MATRIX OF CONCO!ilTANCE FOR QUESTIONS WHERE TOTAL NUMBER OF
SISTERS IS 42.
(for key to variables, see page X ll)
13 14 IB 19 21 22 27 28 29 30:31 32 33 34 35 36|37 
4
*4 j4 S |;6  47 *9 ;S0 52 53 54155
)  S 10 II 9 12 10 8 113 5 
t 7 7 t j »  > N j  3 9 i 3 
16 6 * 8 * 9  '
8 17 II 14 12 78 13 II ||4MI 6 III : 14! 9 117 ! 8 ; 8 17 ' II 6 t IS 8 15 12 12
|5 16 10 16 10 5
M
12 9 ,(6 .18 13
16* 0 ‘ 9 _9 ' 8 
7T 10 3
8 13 M 12 8 112. 8 7 II ; <3 5 1 7  8 9 14 8 ; 5  12 10 1 2 I 6 4  | 9 ' II 8
n 17* 9 15 14 16 9 8 13 9 3 Ml ,1/7 12 S 8 IS 10 5 13 8 17 13 12 .
g |  17] to 117 17 18.129 15 II S 12 II 10 IS 6 9 18 II 6 I3~l a~h9 i IstH  |20 9 10 II 8 IB M 7 13 8
T1T2 j 7 j~9 j 8 12 j 7 ] 7 tilt9 j 4 r7 9 j»]$ | 4 1 71 l ' 7 »1 7 9 jjoj_8 tiT.181 8 | *~ * ' •“'*’* ' * '
4 8  4 9  6 7  5 2 6 4 3 5 6  6 8 5  I 6 S *2 * 7 i l  ^8-8:2
5 10 8 J  8 5 
4 7 2  4 6 * S
29! 20 IS j 13 1 21 13 14 15 22 13 I0J7 9 6 14 13 6 j  16 6 JO IS I! 8 ISJ 62.1 17 1 2 2 1 9 1 0  119 15 M_6 7 20 7 9
, 2  8  I4| ^  I 7  |i||l» ||| 20 'I 10 19 15 7 jiaj s t ltT'lsjlO 2+9 j l l  M3 12 17; 14 5 '20 6 j II29 IS 13 '7 12 18 II 20
12 9 12 !0 15 9 8 12 6 7'22 I 
18
14 6 10 16 II
II 6 >0 9 II 8 7 7 8 5 5 6 6 9 4 8 11 6  b . B 3 iu  iu
,C t  . ft ,1 1-7 in g ,| )9 15
6 S 3 9 9 9 1 6  5 9 7 5 _I2 12
8 5 10 10 7 II 7  9 6 8 S 8 S 10
29 18 15 15 2 / 15 12 18 13 7 -1 3  15 6 19 6 II 17 10 8 lb II 19 15 14 22, 8 12 12 12 14 14 9 18 8 Ii
20*10; 8 16 13 II 13 10 j 7 8 11 5 16 8 7 14 9 5 , 9 6 10 9 7 15 4 8 8 7 7 10 3 IS 4 5
23 12 16 8 6 16 8 ; 4- 9 II II 15 9 7 14 12 4  7 4  14 14 S 15 8 ,1 0  9 7 14 9 7 13 7 8J
*12*9 13 ' 8 7 7 . 7 7 ; 8 , 8
9 IS 7 '20 15 12 24 6 I? 14 8 10 IS 8 21 9 II
2X significant at 5%
2X significant at 1%
meaningless associations
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TABLE 7.53B MATRIX OF CONCOMITANCE FOR QUESTIONS WHERE TOTAL NUMBER 
IS LESS THAN THE TOTAL NUMBER OF SISTERS
(for key to variables, see page 277)
* Significant at 5%
** Significant at 1%
2.74
w»-) of,
<  «  M  g  CDg  ^
23 24 25 26 48
1 8 1 1 24 35 17 2 6 23 37 15 2 0 2 1 30 13 2 1 24 33 1 1 2 1 18 35
2 4 1 1 16 35 1 1 26 15 37 9 2 0 1 2 30 8 2 1 13 30 9 2 1 17 35
3 7 1 1 2 0 35 14 26 2 1 37 14 2 0 18 30 13 2 1 2 0 33 1 0 2 1 18 35
4 7 1 1 24 35 18 26 24 37 15 2 0 19 30 14 2 1 2 2 33 1 2 2 1 23 35
5 4 1 1 15 35 9 26 1 6 37 7 2 0 13 30 9 2 1 15 33 6 2 1 1 1 35
6 5 1 1 1 0 35 7 26 8 37 7 2 0 7 30 * 5 2 1 7 33 6 2 1 1 1 35
7 9 1 1 23 35 18 26 25 37 14 2 0 2 0 30 18 2 1 23 33 15 2 1 25 35
8 7 1 1 2 2 35 19 26 26 37 15 2 0 2 0 30 13 2 1 2 1 33 18 2 1 25 35 *
9 6 1 1 18 35 15 26 2 0 37 1 0 2 0 19 30 * 1 0 2 1 1 6 33 1 2 2 1 19 35
1 0 5 1 1 1 2 35 1 2 26 14 37 6 2 0 9 30 8 2 1 1 2 33 8 2 1 17 35
1 1 1 1 1 1 26 35 18 26 26 37 15 2 0 2 2 30 18 2 1 25 33 1 1 2 1 23 35 *
1 2 4 16 8 32 1 2 15 25 32 9 13 18 25 7 2 1 13 33 1 0 15 2 0 31
13 7 1 1 19 35 14 26 19 37 9 2 0 14 30 1 1 2 1 17 33 8 2 1 16 35
14 8 1 1 2 1 35 16 26 2 0 37 1 1 2 0 15 30 1 1 2 1 17 33 1 1 2 1 2 0 35
15 5 2 2 1 0 32 15 2 1 2 2 31 1 2 18 18 27 1 0 2 0 18 30 1 1 17 1 6 26
16 4 1 1 1 0 32 9 1 2 24 34 6 1 1 19 27 8 1 2 19 31 8 1 2 18 32
17 6 24 1 0 32 15 23 23 32 13 2 0 18 26 1 1 2 1 18 29 13 2 2 18 31
18 7 1 1 18 35 14 26 18 37 1 2 2 0 14 30 * 13 2 1 17 33 5 2 1 23 35
19 7 1 1 26 35 17 26 2 6 37 14 2 0 2 1 30 1 6 2 1 24 33 17 2 1 25 35
2 0 5 9 2 1 32 16 2 1 2 2 33 1 2 19 19 28 1 1 19 18 30 1 1 18 16 27
2 1 4 1 1 19 35 1 2 26 18 37 1 0 2 0 14 30 S 2 1 1 6 33 8 2 1 16 35
2 2 4 1 1 14 35 8 26 14 37 8 2,0 1 1 30 5 2 1 13 33 * 5 2 1 1 1 35
23 — _ _ _ 9 1 0 2 2 32 6 8 18 27 8 1 0 18 30 2 9 15 28 *
24 9 1 0 2 2 32 _ - 14 2 0 19 30 16 2 2 2 0 32 13 2 2 18 30
25 6 8 18 27 14 19 2 0 30 - - - - 1 1 19 17 29 9 16 15 24
26 8 1 0 18 30 16 2 2 2 0 32 1 1 19 17 29 - - - - 1 0 15 19 26
27 7 1 1 2 2 35 15 26 23 37 13 2 0 18 30 13 2 1 2 0 33 1 0 2 1 19 35
28 3 1 1 14 35 1 2 26 17 37 9 2 0 14 30 • 9 2 1 15 33 8 2 1 14 35
29 0 1 1 9 35 3 26 1 0 37 4 2 0 7 30 • 3 2 1 8 33 7 2 1 1 0 35
30 5 1 1 15 35 1 0 26 15 37 1 0 2 0 14 30 1 0 2 1 15 33 9 2 1 13 35
31 5 6 18 35 13 26 2 0 37 1 1 2 0 17 30 9 2 1 17 33 1 2 2 1 17 35
32 4 1 1 1 2 35 8 26 1.2 37 7 2 0 1 1 30 5 2 1 1 1 33 1 1 2 1 1 2 35 **
33 8 1 1 24 35 18 26 25 37 15 2 0 23 30 15 2 1 24 33 ] 6 2 1 14 35
34 4 1 1 1 2 35 8 26 1 2 37 7 2 0 1 1 30 5 2 1 1 0 33 8 2 1 1 1 35
35 3 1 1 1 1 35 9 26 15 37 6 2 0 1 1 30 5 2 1 1 2 33 8 2 1 13 35
36 7 1 1 25 35 17 26 26 37 13 2 0 2 2 30 13 2 1 23 33 16 2 1 24 35
37 6 1 1 16 35 1 2 26 17 37 1 1 2 0 15 30 8 2 1 14 33 1 1 2 1 15 35
38 2 1 1 9 35 6 26 1 0 37 3 2 0 8 30 * 3 2 1 9 33 ** 6 2 1 9 35
39 4 1 1 15 35 13 26 17 37 1 1 2 0 14 30 13 2 1 17 33 9 2 1 15 35
40 2 1 1 1 0 35 8 26 1 2 37 4 2 0 8 30 7 2 1 1 0 33 3 2 1 8 35
41 7 1 1 2 1 35 14 26 2 2 37 13 2 0 18 30 17 2 1 2 2 33 * 1 1 2 1 2 1 35
42 7 1 1 18 35 1 2 26 19 37 9 2 0 15 30 13 2 1 17 33 1 0 2 1 2 0 35
43 2 1 1 16 35 1 1 26 1.8 37 9 2 0 16 30 1 2 2 1 17 33 9 2 1 14 35
44 5 1 1 26 35 * 2 0 2 6 28 37 14 2 0 2 2 30 17 2 1 26 33 17 2 1 25 35
45 5 1 1 9 35 7 26 1 0 37 6 2 0 9 30 6 2 1 8 33 6 2 1 1 2 35
46 5 1 1 15 35 9 26 13 37 6 2 0 1 1 30 4 2 1 13 33 ** 9 2 1 13 35
47 6 1 1 15 35 1 0 26 17 37 7 2 0 1 0 30 6 2 1 13 33 8 2 1 1 2 35
48 2 9 15 28 * 13 2 2 18 30 9 1 6 15 24 1 0 19 15 26 - _ _
49 2 1 1 1 1 35 1 0 26 14 37 9 2 0 13 30 8 2 1 14 33 8 2 1 13 35
50 6 1 1 18 35 13 26 2 1 37 13 2 0 16 30 1 2 2 1 17 33 1 1 2 1 18 35
51 5 1 1 17 35 13 26 16 37 7 2 0 14 30 9 2 1 16 33 1 0 2 1 17 35
52 6 1 1 15 35 9 26 19 37 * 1 1 2 0 14 30 8 2 1 15 33 1 1 2 1 15 35
53 4 1 1 1 1 35 1 0 26 1 1 37 5 2 0 8 30 7 2 1 1 0 33 3 2 1 1 0 35 *
54' 7 1 1 2 1 35 16 26 2 2 37 9 2 0 17 30 13 2 1 19 33 15 2 1 2 1 35
55 4 1 1 9 35 5 26 9 37 6 2 0 7 30 5 2 1 8 33 4 2 1 8 35
56 3 1 1 14 35 7 26 14 37 * 9 2 0 1 1 30 6 2 1 1 1 33 1 0 2 1 13 35
First column 
Second column' 
Third column 
Fourth column
Number of replies positive to both variables.
Number of replies positive to variable in left hand column.
Number of replies positive to column variable.
Total number analysed.
i
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VA
RI
AB
LE
NU
MB
ER
1 2 15 16 17 2 0
1 1 1 17 23 37 16 23 24 33 7 15 23 39 * 17 27 23 37 15 2 2 24 34
2 1 0 17 15 37 1 0 23 16 33 3 15 15 39 1 1 27 17 37 1 1 2 2 16 34
3 8 17 2 1 37 1 1 23 19 33 6 15 17 2 2 18 27 23 37 1 0 2 2 2 0 34 *
4 1 1 17 26 37 13 23 2 2 33 6 15 2 1 24 * 19 27 27 37 13 2 2 23 34
5 6 17 15 37 8 23 15 33 4 15 15 39 1 2 27 15 37 8 2 2 15 34
6 4 17 1 0 37 5 23 9 33 3 15 1 1 39 7 27 1 1 37 4 2 2 7 34
7 7 17 26 3 7 ** 14 23 2 1 33 1 1 15 26 39 18 27 25 37 14 2 2 2 2 34
8 1 2 17 27 37 14 23 2 2 33 9 15 27 39 18 27 24 37 15 2 2 23 34
9 1 1 17 2 1 37 13 23 18 33 9 15 19 39 14 27 18 37 13 2 2 17 34
1 0 5 17 16 37 9 23 1 2 33 6 15 18 39 13 27 17 37 6 2 2 1 1 34
1 1 1 1 17 25 37 17 23 25 33 1 1 15 26 39 19 27 25 37 16 2 2 25 34
1 2 _ _ _ _ 1 1 16 2 1 30 7 15 13 35 9 14 25 33 14 16 19 30 - *
13 1 2 17 16 37 ** 13 23 16 33 9 15 17 39 1 0 27 16 37 16 2 2 19 34 • *
14 9 17 2 1 37 1 0 23 19 33 * 5 15 2 2 39 * 18 27 23 37 1 0 2 2 19 34
15 1 1 16 ' 2 1 30 _ _ _ _ 1 1 2 1 1 1 30 * * 16 2 1 2 2 30 17 2 1 2 1 31
16 7 15 13 35 1 1 2 1 1 1 32 ** - - - - 7 1 1 25 35 9 1 0 19 31 *
17 9 14 25 33 16 2 1 2 2 30 7 1 1 25 35 - - - - 14 8 16 30
18 6 17 19 37 1 1 23 16 33 6 15 2,0 39 1 2 27 19 37 8 2 2 16 34
19 13 17 28 37 19 23 26 33 1 1 15 27 39 19 27 26 37 IS 2 2 26 34
2 0 14 1 6 19 30 ** 17 2 1 2 1 31 * 9 1 0 19 31 14 2 2 18 30 - - - -
2 1 9 17 19 37 1 6 23 19 33 ♦ 9 15 2 0 39 14 27 19 37 15 2 2 18 34 *
2 2 9 17 14 37 13 23 15 33 * 8 15 15 39 1 1 27 15 37 1 1 2 2 14 34
23 4 16 8 32 5 2 2 1 0 32 4 1 1 1 0 32 6 24 1 0 32 5 2 1 9 32
24 1 2 15 25 32 15 2 1 2 2 31 9 1 2 24 34 15 23 23 32 1 6 2 1 2 2 33
25 9 13 18 25 1 2 18 18 27 6 1 1 19 27 13 2 0 18 26 1 2 19 19 28
26 7 13 18 33 1 0 2 0 18 30 8 1 2 19 31 1 1 2 1 18 29 1 1 19 18 '30
27 9 17 2 1 37 1 2 23 2 1 32 ♦ 9 15 23 39 14 27 2 1 37 1 1 2 2 2 1 34 *
28 8 17 15 37 1 0 23 16 33 6 15 17 39 1 0 27 17 37 9 2 2 15 34
29 5 17 9 37 9 23 1 0 33 5 15 1 0 39 6 27 9 37 8 2 2 9 34
30 8 '17 16 37 1 0 23 14 33 8 15 17 39 1 1 27 15 37 1 1 2 2 15 34
31 1 0 17 18 37 13 23 19 33 9 15 19 39 1 1 27 17 37 13 2 2 19 34
32 7 17 1 1 37 7 23 13 33 1 15 1 2 39 *k 9 27 13 37 7 2 2 1 2 34
33 15 17 24 37 v* 16 23 25 33 1 1 15 24 39 16 27 23 37 17 2 2 24 3434 5 17 1 0 37 6 23 1 2 33 1 15 9 39 9 27 1 1 37 7 2 2 1 2 34
35 8 17 15 37 1 0 23 1 2 33 9 15 17 39 1 0 27 14 37 8 2 2 1 2 34
36 15 17 26 37 ♦ 17 23 25 33 1 1 15 2 6 39 19 27 25 37 16 2 2 24 34
37 9 17 15 37 9 23 16 33 3 15 14 39 1 2 27 15 37 1 1 2 2 17 34
38 5 17 1 2 37 9 23 9 33 • 8 15 13 39 8 27 1 1 37 5 2 2 7 34
39 6 17 18 37 1 2 23 15 33 9 15 2 0 39 1 1 27 17 37 1 0 2 2 15 34
40 3 17 1 1 37 6 23 1 0 33 4 15 1 2 39 8 27 1 1 37 5 2 2 1 0 34
41 6 17 23 37 ** 1 2 23 19 33 8 15 25 39 17 27 23 37 1 0 2 2 2 0 34 5
42 5 17 18 37 7 16 16 33 kk 5 15 2 1 39 13 27 2 1 37 8 2 2 18 34 J‘*
43 6 17 16 37 9 23 16 33 4 15 16 39 1 2 27 16 37 8 2 2 16 34
44 13 17 28 37 19 23 27 33 1 2 15 29 39 2 0 27 26 37 19 2 2 26 34
45 4 17 1 1 37 4 23 7 33 4 15 1 1 39 7 27 1 2 37 2 2 2 8 34 *
46 6 17 16 37 13 23 15 33 « 7 15 17 39 15 27 17 37 9 2 2 14 34
47 7 17 17 37 1 1 23 15 33 6 15 16 39 1 1 27 15 37 8 2 2 13 34
48 1 0 15 2 0 31 1 1 17 16 26 • 8 1 2 18 32 13 2 2 18 31 1 1 18 16 27
49 5 17 13 37 8 23 1 1 33 6 15 15 39 8 27 1 2 37 7 2 2 1 2 34
50 7 17 2 0 37 1 0 23 17 33 6 15 2 2 39 13 27 19 37 9 2 2 19 34 k
51 JO 17 18 37 13 23 17 33 9 15 17 39 14 27 18 37 13 2 2 15 34 k
52 8 17 18 37 9 23 14 33 8 15 18 39 1 0 27 15 37 9 2 2 16 34
53 4 17 9 37 8 23 1 1 33 4 15 1 0 39 7 27 1 1 37 8 2 2 1 0 34
54 1 2 17 23 37 15 23 2 1 33 13 15 23 39 • * 15 27 2 1 37 17 2 2 2 0 34 kk
55 3 17 1 0 37 7 23 1 0 33 6 15 1 1 39 7 27 1 1 37 3 2 2 7 34
56 5 17 14 37 9 23 13 33 5 15 14 39 1 0 27 13 37 6 2 2 13 34
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ari
ari
uml
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54-
55
56
KEY TO VARIABLES 
classified dichotomously)
Description
Ward or Department 
2-5 years in hospital 
Frequent pressure of work 
Manage with difficulty 
Fluctuating work load 
Inadequate staff 
Compared relief
Relief in poor for less than a year
Relief nurse to run ward same as sister
Share responsibility with relief
Right number of trained staff
Right allocation of student nurses
Fair share of nurses
Insufficient administrative time
Sister/Patient contact right
Adequate teaching time for students
Need more clinical instructors
Clinical instructors should be responsible to
sister
Authority sufficient to control ancillary
staff
Doctor/Patient contact adequate
Adequat information on paramedical staff
Clear information system
Like more voluntary help
Patients must have information
Patients must be themselves
Visitors free to come and help
Informal staff relations best
Discipline action not important
Above average care
Average care
No 7 is adviser or consultant
Variable 31 improved with Salmon
Communications upwards good
Variable 33 improved with Salmon
Variable 33 unchanged with Salmon
Communication down good
Variable 36 improved with Salmon
Variable 36 unchanged with Salmon
Conflict with nursing administration
Submit to nursing administration
Conflict between nurse and medical administrate
Medical criticism - frequent
Nursing criticism - frequent
Lot of medical appreciation
Little medical appreciation
Lot of nursing appreciation
Lot of lay appreciation
Difficult management
Would take promotion
Age less than 30 years
Age 30 - 60 years
2 Nursing qualifications
3 or more nursing qualifications
Happy to stay in job
Trained at Radcliffe Infirmary
Promoted in Radcliffe Infirmary
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A chi-squared rest, incorporating Yates' correction for continuity, 
was made on all fourfold tables where the expected value for each cell of 
the table was equal to or exceeded 5; where the expected value for any cell 
was less than 5, the exact probability of observing that particular 
distribution or those more extreme was found. In all there were 1540 
calculations. In such a large series there is a chancethat some of the 
differences that are shown to be statistically significant will, in fact,
t •
not be so. At the 5% level of significance, there is a 1 in 20 chance of 
this being the case and at the 1% level, this chance is reduced to 1 in 
100.
The interesting feature of the matrix is the relatively small number of 
significant differences indicating that the distribution of replies to any­
one question tends to resemble the distribution for.any other. The 
exceptions are highlighted by the statistical test, for example, the 
numbers of sisters with inadequate allocation of student nurses and a 
competent deputy produce the following fourfold table:
Competent ^ Allocation of Students 12
Relief Adequate Inadequate Total
Yes.. 7 22 29
No 10 3 13
Total 17 25 42
2The X value is 8.31. A value as extreme or more extreme than th.is is 
unlikely to arise more than 1 in 100 times. It is clear thatthe sisters 
who consider their relief competent also tend to consider the student nurse 
allocation as inadequate, and vice versa, those who do not have a competent 
relief tend to accept the present allocation of students. Reference to the 
earlier part of this analysis shows that in fact medical, specialties, and 
theatre sisters predominated in this group. This leads in turn to the 
speculation that there are two different causes. The Medical unit, by 
virtue of its heavy work load, feels the need of more student nurses than 
for example Surgical wards, where management of theatre lists etc dictates 
a greater emphasis on trained nurses. At the same time, specialty and 
theatre units have proportionately more trained nurses than the remainder 
and may view the student nurse allocation unfavourably by comparison.
Again, the difference found between the number of sisters for whom 
fluctuating work-load was chief cause of pressure (question 7) and the 
number subject to greatest criticism from the nursing administration 
(question 60b) was greater than could easily have arisen by chance. This 
can be seen from the following table reconstructed from the matrix.
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Fluctuating 
Work Load 
Chief Cause 
of Pressure
Subjected to criticism from nursing 
administration Total
Yes No
■ Yes 13 3 16
No 5 21 i 26
Total 18 24 42
2Here X =13.13 with a probability level of less than 0.1%. Inspection of 
the date shows that in many instances the two sets of replies considered 
in any table as shown earlier in this chapter refer to the same sisters,
i.e. Those who think their main management problem is fluctuating work
load also feel that they are subjected to more criticism from the nursing 
administration that other sisters and the matrix indicates that this is a 
significant association. This seems plausible as those sisters with work 
load problems are more likely to present problems for the nursing admini­
stration than those who have an even work flow, thus, more opportunity for 
friction arises. Taken as a whole the main conclusion of this analysis, 
is that the sisters are fairly homogeneous in outlook despite the apparent 
differences between Salmon units or age on certain questions.
7.9 Summary and discussion
The opening paragraphs of this chapter demonstrated clearly the adverse 
effects and the attitudes of the sisters, of defects in both management and 
administration at higher levels of the organisation. The fracturing of the 
line at a high level of the nursing heiracrcy itself (already demonstrated 
in Chapter 5), and the existence of the chasm which lay between the sisters 
and the lay administration, were made manifest.'both in the process of the
introduction of the project, and in the sisters subsequent expressions of
mistrust of management in general. The differing contributions of the 
sisters in the unit meetings which, followed was interesting when considered 
retrospectively in relation to the later analysis. The least well qualif­
ied (general medicine and surgery) had the smallest contribution to make, 
and the better qualified (Accident and Theatres) were most vociferous yet 
wholly unconstructive. The most co-operative and constructive of all three 
groups also hold more qualifications, yet despite their enthusiasm, were 
openly pessimistic concerning the outcome because the unco-operative 
attitudes of the medical staff. In all three groups however the alleged 
inability of sisters in general to direct their thinking towards causes and 
solutions described by pavies (Chapter 1) was also apparent amongst the 
Radcliffe sisters. In justice however it must be added that in this
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hospital at least one of the root, causes of most of the difficulties 
emerging from the previous chapters clearly lay in the use and misuse of 
available beds; but medical autonomy on this matter was so patently 
sacrosanct at the sisters level, that in the light of later discussions 
with small groups, it can be said that they were much less lacking the 
capacity for deeper thinking, than simply routinely avoiding what was 
both a futile effort (in view of their effective exclusion from partici­
pation in decisions relating to the use of bed - a topic of paramount 
importance to their effectiveness as sisters) and also a threat to good 
relationships with their medical staff, without which difficult positions 
may become untenable. Such observations again it may be argued, are both 
plausible and predictable in the light of the previously discussed theories 
on semiprofessionals, particularly in the content of sisters in this 
situation.
The 100% response rate which represented such an unexpected volte-face 
in the light of the'initial meetings remains an imponderable. Although it 
is certainly time that some reluctant respondants were exposed to the 
pursuasions of both their peers and superiors, it seems fair to add that 
from the reactions of many of the sisters, the explanations offered to 
them possibly represented an opportunity for a break through to the sources 
of power from which they felt customarily debarred.
Although the Radcliffe wras clearly at an advantage by comparison with 
national trends in the high proportion of full time unmarried sisters, it 
was apparent from the analyses •‘.that the trend towards early promotion of 
relatively young and inexperienced applicants for sisters posts is already 
established. Equally, in view of the pressure and complexity of such 
positions in a hospital of this type, the relative paucity of advanced 
school leaving and professional qualifications held by the majority, 
combined with the absence of management training, leads to doubts concern­
ing their capacity to execute satisfactorily the responsibilities.which 
they are charged. Clearly however, the position of sister in the Radcliffe 
had its compensations, as many were intent upon retaining these posts 
despite their avert dissatisfaction. Of perhaps greater importance is - the 
somewhat alarming observation that many sisters already felt inadequately 
prepared for their present position but would nevertheless accept promotion 
if the opportunity presented itself.
In view of Georgopoldus and Mann's ( 1962 ) conelation between effective­
ness of organisational co-ordination and the standard of patient care, and 
the further conelation between poor co-ordination and expressions of un­
reasonable pressure, the fact that all but 2 sisters proclaimed the latter
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to be true in their experience is clearly important, likewise the 
statistically significant conelation between age and severity of pressure 
amongst Radcliffe sisters, pressure in general diminishing with increas­
ing age and experience. In association with this finding is the emergence 
of problems associated with the work load as the most important cause 
of pressure, a fact which confirms the earlier expressed anxieties of both 
senior medical and nursing staff on the strain this must impose on sisters.
The adequacy and exercise of authority was a problem in one or more respects 
to most of the sisters. Scarcely any produced identical or even similar 
patters of replies to this group of questions, under the different headings. 
(The only exceptions to this were on two wards, each with two sisters, in 
each of which case the replies were identical almost to the smallest detail) 
Either authorities was generall inadequate to meet the demand made on the 
ward departmental manager and co-ordinator, (not surprisingly in view of 
the more sophisticated level of formal and professional education of many 
of the categories of staff whose contribution came within their sisters 
jurisdiction) or responsibility and accountability was ill defined, leading 
to unnecessary confusion and tension (e.g;- clinical instructors, house­
keeping teams, etc.)
Despite the complete absence of trends towards authoritarianism (or the 
reverse) in questions on discipline and nurse patient relationships, one 
question was significant, in that the minority of sisters who opted for a 
definite policy of rebukes for poor performance included all of the wards 
which were ranked highly on care both by students and patients and some of 
these were also amongst.the students most preferred wards. These were 
incidentally, for the most part, the minority sisters for whom, in the 
event of nursing/medical conflict, the latter complied with the sisters 
requirements. Thus to the extent that one is justified in making deductions 
on the basis of selected questions an important corollary of good care (as 
defined in, the next chapter) is the confident excercise of authority, regard 
less of differing styles, and not necessarily authoritarian in essence.
It will be remembered that the senior nursing analysis revealed widely 
divergent opinions concerning the work load. The finding that many sisters 
doubted the fairness of the distribution of nursing staff between wards and 
departments or believed that the distribution was in fact unfair in perhaps 
a reflection of this difficulty. Within the total establishment however 
the emphasis was on the inadequacy of provision of student nurses, whereas 
the majority of sisters thought they had enough trained nurses - with the
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exception of surgical wards in which the situation was the complete 
reverse of the general trend. Although most sisters thought their 
deputies competent, the deployment of the latter revealed a further area 
of ambiguity. For the most part, unless the deptity was another sister, 
she was expected to run the ward in the sisters absence exactly as the 
sister herself did, but the sisters' perceptions of the proper deployment 
of staff nurses and their corresponding practice in this respect varied 
considerably, so that the extent to which the staff nurse role represented 
a preparation for the position of sister was dependant on the discretion 
of the sisters themselves.
In all but the eye unit, student nurse teaching by the sister was considered
inadequate by the majority, again confirming the opinions of the Consultants. 
Despite this, clinical instructor time was negligable and as already seen 
inexpertly handled. In association with this, many of the sisters teaching 
time was inadequate also found themselves neglecting administration in 
order to complement the actual nursing care. Housekeeping teams were less 
than effective in relieving these pressures, whereas on the secretarial side 
clerks were almost invariably invaluable. Associated with this was the 
confusion of accountability in which clerks were unanimously regarded as 
being accountable to sister, whereas housekeepers may be thought by the 
sister to be accountable to them,.to the domestic supervisor, or both.
The quality of medical organisation varied considerably but enthusiastic 
replies were in the minority. For approximately half of the sisters it 
was considered to be organised fairly well and for almost a quarter, not
very well or poorly. Only half of the sisters had adequate information
and effective communications between themselves and the paramedical and 
technical staff. Again, the 31 to 40 age group were most satisfied in this 
respect but the majority of sisters thought that all such categories 
preferred separate identity to the idea of a team approach to patient care.
The rating accorded by two sisters to the effectiveness of and relationship 
with supporting services bore out the examples quoted in the senior nursing 
interviews. Although most sisters were satisfied with most of the listed 
services, several which were vitally associated with the maintenance of 
the rapid turnover were most severely criticised, whilst a markedly defective 
service carrying more serious implications for quality of nursing care than 
speed of turnover (i.e. laundry) was clearly more successful in sustaining 
tolerable working relationships with sisters than were the remainder.
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All in all, the picture to emerge concerning the situation within the 
ward and departments was one of relatively inadequately prepared sisters 
attempting to fulfill an exacting role with varying degrees of insuffic­
ient authority and/or professional expertise and inadequate resources and 
services, a combination of circumstances which, like the problems of the 
senior nursing staff, was likely to be circular in effect, with each 
variable contributing to an exacerbation of the others. At the same time9 
opinions on patient care revealed generally progressive rather than cons­
ervative attitudes concerning nurse/patient interaction and, in view of 
their widely ranging problems, the fact that less than a third of ward 
sisters devoted insufficient time to direct contact with patients is 
interesting. A similar proportion (but mostly different sisters) also 
thought patient/doctor communications inadequate. Because there are no 
measurements attaching to,these views their interpretation is limited simply 
to an index of expressed satisfaction or dissatisfaction. Clearly the 
majority were satisfied on both scores but this view was not corroborated 
in the expressions of patient opinion (Chapter 9). On 7 wards the standard 
of care was rated by the sisters as above average, on 8 wards average, and 
on 5 below average. Again, these replies bore only limited relation to the 
data of Chapter 8 & 9.
For over half of the sisters, Salmon had made little or no difference to 
their relationship with their immediate superior. The Surgical unit and 
Main Theatre represented the two extremes of deviation from this norm and 
success or failure of the NO in this respect was related to her capacity 
to meet the sisters widely varying expectations of her. Strangely, the 
most and least successful NO's in the sisters view were judged equally by 
their superiors as the least successful amongst the NO appointments 
and despite the Main Theatre dissatisfaction, the remaining threatre unit 
sisters have found improvements in relationships, rather than no change or 
a deterioration, indicating that this NO had achieved some success in all 
but the patently obstructive section of the unit. Questions on communica­
tion again confirmed the impression that effectiveness hinged on the vary­
ing perceptions of different sisters vis a vis the same NO, so that a 
third of the sisters from all units were dissatisfied and approximately 
threequarters had experienced no improvement. As with relationships, the 
least satisfactory unit on the management of conflict with superiors was 
the most satisfactory NO from the point of view of her superiors and had 
in fact been promoted to SNO. Overall, the questions on Salmon confirmed 
its relative lack of success expressed in Chapters 5 and 6 and possibly
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also suggested that the NO's themselves were, in this division, unable to 
meet the requirements, at one and the same time, of their superiors and 
subordinates. If approved by the former they were likely to be disapproved 
by the latter and vice versa.
Questions relating to lay administration confirmed the sisters earlier 
assertions of the almost total lack of contact between the two groups.
Nursing superiors were thought to have overall a better understanding of 
problems both within and above ward and department level than medical staff 
and they were also thought to make a greater effort to solve problems and 
to have more success. Medical superiors however scored higher than nursing 
superiors for the.appreciation shown but were also more critical. Although 
more medical staff attached a lot of importance to the sisters job than 
did nursing superiors, none of the latter were rated as attaching little 
or no importance, whereas several sisters indicated that this was true of 
some of their medical staff.
Although there was some interaction between questions the general conclusion 
is, for the most part, that sisters did not vary in their replies, but when 
they did, the significant variations were dispersed across such a wide 
range of variables which were not generally in turn associated significantly, 
that no predominant pattern of replies could be elicited. The two predomi­
nant linking variables in the matrix were those of "sisters under thirty" 
and "submit to nursing administration in the event of conflict with superiors" 
but these two were not themselves significantly associated. Nevertheless, 
further comparison of the replies of certain sisters is relevant in the 
context of the student nurses analysis and this is contained in the discuss­
ion section of Chapter 8.
The results of the sisters' survey must be intersreted within the framework 
of the survey design which restricts the conclusions to the Radcliffe 
Infirmary. Within this limitation, however, it can be said that with a 
response rate of 100%, plus the fact that the majority of sisters felt their 
job content and problems to be reasonably or very well covered, the findings 
are reliable and of some importance. Most of the topics were not pursued 
in depth and did no, therefore, reveal some of the major underlying problems 
which emerged at a later stage. This is an acknowledged, limitation of the 
questionnaire method of data collection but difficulties associated with 
establishing a research project in the hospital, together with the need for 
a broad based patform of sisters’ opinions as a basis for selection of 
wards necessitated the use of such an instrument.
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The inclusion of a sufficiently comprehensive batteries of questions to 
explain some of the importance problems would have rendered the questionn­
aire unusable by virtue of its length and the sensitive nature of the 
topics under discussion. Not suprisingly, it was criticised by non nursing 
personnel in the hospital who identified various defects from their respe­
ctive viewpoints or interests. In the li^ht of the findings, however, it 
seems that the format of the questionnaire did service much of its intended 
purpose. The fact that subsequent ward studies were not in the end 
permitted as planned is disappointing, but as the information obtained did 
cover most aspects of the sisters work reasonably well the analysis makes 
a useful and relevant contribution to the survey.
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S E C T I O N  I I I  
JUNIOR NURSING STAFF AND PATIENTS
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THE SURVEY OF STUDENT NURSES CHAPTER 8
8.1 Preliminary Study
Prior to the meetings with sisters, a discussion was held with a group of 
third year student nurses in the training school of a hospital group in 
the ORHB area, during their last study block before final examinations. It 
was in two parts consisting of, firstly, an informal discussion about 
their views on nursing generally, and secondly, specific comments on the 
evaluation of nursing care. Arrangements were made by the principal tutor 
of the school for this meeting to take place when the students, who were 
said to be "full of ideas and enthusiasm and very talkative," had a free 
morning, so that the length of the discussion was not predetermined. The 
tutor considered that she should not participate in case her presence 
inhibited the exchange of information.
After explaining the background to the research project, it was put to the 
students that, as they were obliged to spend three years in training 
during which they were moving around all types of wards, they may be in a 
better position that other less mobile groups of staff to comment on 
differences between wards in terms of the way the wards were run, 
differences in nursing practise etc. The points discussed were (a) was 
this a fair assumption? (b) if wards were different, how did nurses refer 
to these differences? and (c) if (as appeared to be the case) wards were 
classified by student nurses, may this be merely hearsay rather than 
individual reactions based on personal experience?
One of the first points to emerge was a fairly unanimous insistence that 
nurses did categorise wards and that the wards accordingly gained reputa­
tions for these characteristics and, as it was only through repeated 
exposure of the student nurses to the same experiences that such 
reputations grew, they were likely to be valid. If the situation changed, 
the experience, and accordingly, the reputation would change also. An 
important aspect, which the nurses stressed, was that they were students 
and not necessarily right in their opinions. Even so there was fairly wide 
agreement about wards amongst student nurses. The terms being used in the 
course of the discussion were."a good ward","a bad ward", "a very strict 
sister", "an unhappy ward". Questioned on their meaning the same phrases
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recurred spontaneously from all sides of the room. Strict discipline meant 
knowing clearly what the ward sister expected and realising that reprimands, 
sometimes combined with punitive sanctions would follow failure to meet 
these expectations. The converse of this was a "slack discipline" ward 
associated with not knowing what to do or what to expect and such remarks 
as "the sister (or trained staff) isn’t interested", "don't know", "don't 
care", or "don't say what is expected". This was also associated with 
being unhappy because the junior staff were subjected to unpredictable 
requirements and reprimands and thought that the nursing care was poor.
Although lack of security with the staff caused unhappiness, feeling that 
the patients were neglected was a severely demoralising factor. Poor care 
meant having to rush patients who felt too ill to be hurried, omission of 
nursing procedures, neglect of psycho-social needs, or leaving patients to 
do for themselves things which they were unfit to manage, and being asked 
to perform unsupervised procedures which the students or auxilliary nurses 
had not been taught. Good care was the converse of all this. The type of 
patient was important in determining whether nurses would be happy or not 
on a particular ward depending on the nurse’s preference for nursing 
different types of illness but the general view was that if the sister was 
a good teacher, this made all the difference. A typical comment was "She
could make you enjoy what you did and want to go back there".
Although almost every comment of the nurses bore out the impressions gained
in talking to nurses individually during previous studies, it seemed that a
series of questions, hinging on the operation of the sisters themselves 
rather than reactions to wards, could be a more fruitful approach. However, 
this had already been ruled out, partly beca.use it was thought to be unfair 
on the sisters (as the students had pointed out - they were not necessarily 
right in their opinions) and also it was thought that a more impersonal 
ph raseology would yield a higher response rate and this was an important 
consideration.
At the end of this discussion, during which stress had been laid only on 
sticking to generalisations so that no wards were mentioned at any stage, 
the students were asked to complete a pilot form naming their choice of 
ward under each of the headings discussed and giving reasons for their 
choice. They were given no opportunity for exchange of views and had no
2 8 8
previous knowledge of the purpose of the discussion. In addition they were 
assured of the confidentiality of the form and of its intended use purely 
as a means of evaluating the feasibility or use of a student nurse survey 
on these lines at another hospital. The results were encouraging in that 
despite the small size of the group and the fact that there were more wards 
to choose from than nurses to select them, the same few were selected for 
virtually the same reasons by, on average, half of the students.
8.2 Survey Questionnaire
Against this background it was decided to poll the opinion of the student 
and pupil nurses at the United Oxford Hospitals. A meeting was arranged 
with the Student Nurses Representative Council to outline the proposal to 
them. This was received on the whole with a great deal of interest. 
Enthusiasm increased when the overall plan was explained. Despite 
previously expressed anxiety by some Radcliffe sisters at the idea of 
involving student nurses who were inexperienced, the students themselves 
volunteered several perceptive and sympathetic observations on the severity 
of the pressure and the pace with which the sisters had to cope and were 
anxious to help if they could in any useful research project. A member of 
the nursing administration was present at the meeting. This possibly 
influenced the nature of the comment to some extent as one or two nurses 
expressed the view outside of the meeting that the students were very 
exasperated with what they saw as deficiencies in the nursing administration, 
particularly with regard to the organisation of night duty. Owing to the 
very limited experience in the Radcliffe Infirmary wards acquired during the 
first year of training it was agreed that the circulation of the 
questionnaire should b,e restricted to second year pupils and second and 
third year students for some of whom, even at this level, only a few wards 
were known. The reason for this was the wide range of wards over the whole 
group in which training experience was available or, alternatively, which 
relied on the use of student nurses for service needs. Thus in the process 
of allocation, nurses may spend almost their entire first year in wards away 
from the Radcliffe Infirmary.
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8 °3 Response Rate and Composition of Sample
The questionnaires (see appendix b ) were circulated to 266 student and 
pupil nurses at the same time as the sisters' questionnaire. Of these,
227 *85%) nurses completed and returned the forms but 10 were excluded 
from the analysis as the respondents had worked on only one or two 
Radcliffe wards. The analysis, therefore, relates to 80.6% of the total 
possible. Details of the nurses* home addresses (parents), school leaving 
certificates, age, and previous nursing or other qualifications were 
extracted from the records held in the nurse allocation office.
The sample represented 6 intakes of student nurses and 8 of pupil nurses. 
Tables 8.1 and 8.2 show the distribution of both groups by intake and age 
of respondents and non respondents and whether resident in hospital or 
elsewhere. This information, and also that of numbers of A and O levels, 
is incomplete for all nurses due to difficulty in tracing all of their 
Kardex records which follow the nurses from hospital to hospital in the 
group during training.
TABLE 8.1 Analysis of student nurses by intake and residence 
showing number of respondents and non respondents.
GROUP
* Re- 
spon sc
YEAR & MONTH OF INTAKE
TOTAL1967 1968 1969
SEPT JAN MAY SEPT JAN MAY
Resident R 4 9 9 17 16 25 80
N 2 0 4 3 2 4 15
All 6 9 13 20 18 29 95
Non-Resident R 31 26 17 29 11 4 118
N 6 2 3 4 2 1 . 18
All 37 28 20 33 13 5 136
Resident and R 35 35 26 46 27 29 198
Non Resident N 8 2 7 7 4 5 33
All 43 37 33 53 31 34 231
*R = Respondent N = Non Respondent
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TABLE 8.2 Analysis of student nurses by intake and year of birth 
showing number of respondents and non respondents.
YEAR OF ! 
BIRTH
YEAR & MONTH OF INTAKE
TOTAL1967 1968 1969
SEPT JAN MAY SEPT JAN MAY
* R N R N R N R N R N R N
1951 _ _ _ - - - _ - 2 - 10 - 12
1950 - - 1 - 7 4 24 2 12 2 9 3 64
1949 18 . 6 20 1 6 3 12 2 2 1 2 2 75
1948 5 _ 6 1 7 - 4 - 1 ~ 2 - 26
1947 6 1 4 - 1 - 1 1 4 1 2 21
1946 2 1 - 1 - 2 - - - - 6
1945 1 - - - 2 - 1 - - - 2 - 6
1944 - 1 - - 1 - - - 1 - - - 3
1943 1 - - - - - 1 - - - - - 2
1942 - - 1 - - - - 1 - - 1 3
1941 - - - - - -- - - - 1 -- 1
1940 - - - - - - - - - - - - -
Prior to 1940 1 - 1 - - - 1 - 2 - - - 5
Not Stated - - - - - - - 1 3 - - - 4
TOTAL ' 34 8 34 2 25 7 46 7 27 4 29 5 228
* R = Respondent N = Non Respondent
The small group of non respondents was distributed over all intakes and 
ages while the proportion of non response amongst resident nurses (16%) was 
close to that of the non residents (13%). The same was true when analysed 
by nationality or ethnic group (see Table 8.3). The vast majority of the 
students were British, female and unmarried and had no previous nursing 
qualifications. Those excluded from the analysis were students who, because 
they already had at least one nursing qualification, were not required to 
undertake the first year of general training and had, therefore, been 
admitted to the appropriate intake of student nurses already in their second 
or third year of training. They had nevertheless only worked in one or two 
wards. The main exceptions to the general characteristics of marital status, 
sex, previous certificates, etc. were the following
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DESCRIPTION RESPONDENT NON RESPONDENT TOTAL
Male Students 5 1 6
Married Students 10 1 11
Students with other British 
Nursing Certificates 11+2 SEN'S 3 16
Student s with Over seas 
Nursing Certificates 8 0 8
TABLE 8.3 Nationality or Country of Origin of Student Nurses
ORIGIN RESPONDENTS NON-RESPONDENTS TOTAL
Oxford and surrounding areas 21 5 26
Rest of Great Britain 129 18 147
British (family in other European 
’country) 2 \ 2
Eire 2 1 3
Irish (family in England) 3 3
Canadian 3 3
American 1 1 2
North European countries 3 1 4
British West Indian or African 18 3 21
*' " Immigrant 1 1 2
Asian 8 1 9
African 2 2
Not Stated (? 3 British', 1 Asian) 3 1 4
TOTAL 196 32 228
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T A B L E 8*4 Entrance qualifications of student nurses by respondent or 
non-respondent, intake and examinations*
•
' A *  x N u m b e i ’  o f 5 O ’ l e v e l s t N U R S ­
G R O U P I N T A K E — - - - - — ----- — — — — — — — — C S E F O R E I G N I N G N SL e v  e l s 1 2 11 10 9 8 7 6 3 4 3 2 1 C C E R T *
R S e p t  67 10 1 - 4 3 4 6 3 5 2 - - r\C 4 1 -
J a n  6 b 7 - - - 2 3 8 7 4 4 1 - - P 1 1 . -
M a y  6 b 4 ■» 41 3 3 4 6 2 1 3 2 - - - - 6 -
S e p t  69 15* - - 7 5 3 3 Q 3 6 1 - 7 3 3 -
J a n  69 3 - - - 1 3 1 9 1’j 1 - - k 2 1 2 3
M a y  6 9 7 ~ 1 1 - 1 5 4 7 3 - 3 .. Od 1 - 1
N Sept 67 3 - - - 1 1 1 - 2 1 1 - - ... - 1 - -
J a n  6 b 1 - - - - - - - 1 - - 1 - - - ~ - -
M a y  6  b - - — 1 1 - 1 3 1 - - - - - - 1 „
Sept 6 b 1 - - *- ... 1 - 2 1 2 - - - - 1 - 2 1
J a n  69 1 - - - - - 1 - - 1 - - 1 - 1 ... -
M a y  6 S - - - - .. - 2 - - 3 *» -- - •• - « -
* One student had BA degree R - Respondent N = Non-respondent
Only a. very small proportion of students had been recruited locally*
Of the remainder the majority were from the rest of* Great Britain*
Non Europeans and non English speaking students were very much minority 
groups.
The entrance qualifications for the two years of intake followed a 
similar pattern in that the September groups v/ere both the largest 
for each year and the best qualified in terms of ’01 and ’A ’ levels 
(Table 8*4)« The whole of the second, year (1969), both overall and 
by intake, had, on average, lower entrance qualifications than the 
first year. This may he due to the absence of a September intake. 
Non-respondents had a wide range of 'O' and 'A* levels and were 
present in all but 4 of the 13 groups under the heading of nationality 
or county / country of origin*
Of 35 second year pupil nurses, 31 returned questionnaires, but 3 of these 
were blank forms so that the effective number was 28 (80.0%). The total 
included 1 nurse with an orthopaedic nursing certificate, 1 nurse who had 
previously been a medical secretary and 2 male nurses; 8 were married. 
Almost equal numbers were resident and non-resident. Nearly a third of the 
pupil nurses records remained unavailable but amongst the remainder most 
were British and from the Oxford area. None had school leaving 
certificates and the age range was much greater than that of the student 
nurses. Of 24 pupil nurses whose records were available, their years of 
birth were as follows:-
8.4 Pupil nurses
1920 1922 1924 1927 1928 1929 1937 1938 1941 1945 1946 1948
1 1 1 1 1 1 1 3 1 2 1 1
1949 1950 1951
2 6 1
The 5 non-respondents included 3 unmarried resident nurses, 2 British (UK) 
and 1 British West Indian. The 2 non-resident were both British, 1 married 
and 1 unmarried.
8.5 Ward experience of students
The students and pupils were asked to indicate at the beginning of the 
questionnaire in which wards of the Radcliffe Infirmary they had worked 
and in which year of training. Table 8.5 indicates the number and percent­
age of 1st, 2nd and-3rd-year nurses per ward in the four ward nursing units 
in the Radcliffe Infirmary. The theatres and eye hospital units are not 
included because, as already explained, the students do not work in the 
eye hospital and their reactions to theatre work were not sought for this 
study.
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TABLE 8.5 Number and percentage of student and pupil nurses by year of
training and speciality unit.
Year of Training % In Each Year
WARD 1 2 3 1 & 2 1 & 3 2*. & 3 1,2 & 3 Total "“I ”r~
MEDICAL
1 26 9 5 1 41 66 22 12
18 16 13 4 1 1 35 49 40 11
3 33 15 8 1 1 58 59 27 14
11 31 14 7 52 60 27 13
21 20 9 8 1 38 55 24 21
17 22 10 ^ 8 1 2 43 53 28 19
SURGICAL
19 29 12 5 1 47 64 25 11
12 18 18 6 1 43 44 42 14
13 24 13 5 2 44 55 34 11
2 22 14 3 1 2 42 55 38 7
7 19 16 7 1 43 44 40 16
10 20 23 6 2 51 43 45 12
SPEC. 
14 35 17 6 1 1 60 60 30 10
15 -9 7 7 23 39 31 30
6 21 29 9 1 • 1 61 36 49 15
8 19 22 6 2 2 52 40 .48 12
9 20 19 2 1 42 50 45 5
16 6 10 6 22 27 46 27
ACCIDENT
4 22 29 10 . 61 36 48 16
5 21 27 7 1 56 39 48 13 1
20 31 20 10 1 1 2 65 51 29 20
Actual numbers of students and pupils per ward are included in the ward 
establishment tables in Chapter IV. The variation in the numbers of nurses 
who have worked on each ward is chiefly related to the allocation policy. 
What is of interest, however, is the difference in the proportions of 
senior to junior nurses. The Nuffield wards in the Medical Unit have 
almost twice as many third year nurses in relation to juniors as the
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remaining four. This may be explained on the female ward by the presence 
of the special care unit but not on the male ward where, as was seen in 
Chapter V, the emergency work load is lowest of all 6 wards. The 
excessively high proportion of first year nurses on ward 1 and to a lesser 
extent on ward 11 is equally puzzling.
The Surgical Unit showed a more even distribution of nurses between wards 
but again, ward 19 had an excessively high ratio of first year nurses.
Ward 12, however, resembled the Nuffield Surgical Wards in its relatively 
evenly distributed share of 1st and 2nd year nurses and high ratio of 3rd 
year students.
On the Specialties unit overall numbers were similar for the neurosurgery 
and ENT wards but the ratio of junior to senior nurses was vastly different, 
neurosurgery having nearly twice as many first year nurses as ENT which had 
many more second and third year nurses than neurosurgery. In the paediatric 
wards medicine had more nurses overall and a relatively high ratio of third 
year students. The private ward also had a substantially lower ratio of 
first year nurses than any other ward in the hospital. The Accident ward 
had the highest number of student nurses per bed of all the wards and these 
were fairly evenly distributed between the three ward areas regardless of 
differences in size, function and total establishment. The famle Accident 
ward had the largest number and (excluding private and respiratory beds) 
the highest ratio of third year nurses. .
8.6 Variations in response on Happiness, Discipline and Care
Response to these questions must be seen within the context of the student 
and pupils’ range of experience. For the most part this was limited to four 
or five wards in the Radcliffe Infirmary with eight to twelve weeks on each 
ward at a junior grade in the nursing hierarchy. Although from such 
experience the nurses may feel competent to judge their own reactions to 
these wards in terms of being happy or unhappy working there, care and 
discipline were more difficult. Possibly some students could have concluded 
that they did not have sufficient experience to comment and would consequently 
have left the question unanswered. Because of the danger of non response to 
these questions, the wording was changed to permit ’hearsay’ comment in 
addition to actual ’experience' for care and discipline. Thus, if a 
respondent named a ward as having "strict" discipline and had at least one
2 9 6
spell of duty on that particular ward this was labelled "experience"; 
on the other hand, if the person named a v/ard on which she did not have a 
spell of duty then this was taken as "hearsay". These are the definitions 
that will be implicit in the use of the terms "experience" and "hearsay", 
in this chapter.
As expected, the response varied between the questions. This is shown in 
Table 8.6.
TABLE 8♦6 Percentage of student nurses responding and not responding
to questions on return to v/ard, discipline and care
RETURN DISCIPLINE CARE
GROUP
HAPPY UNHAPPY STRICT SLACK BEST LEAST
Experience 83 78 30 47 55 43
Hearsay - - 45 10 22 26
Non-re sponse 17 22 25 43 23 31
TOTAL (=100%) 217 217 217 217 217 217
In general, the response based on hearsay accounted for 24.5% of the replies 
but, contrary to expectations, appeared to have relatively little influence 
on the overall result. There were exceptions, all of which followed the 
direction of the experienced opinion but exaggerated it (see Table 8.9).
The questions on happiness to return, or the reverse, had the highest 
response. Of the four questions on care and discipline, best care had the 
highest response. The noticeable additional score, based on hearsay, 
related to wards 10 and 17, which .also scored highly by nurses who had 
worked there, and ward 16 which had a low score from nurses who had worked 
there. The latter ward, being the private ward, it may be expected by 
nurses who had not worked there to give a good standard of care. On the 
question of poorest care, ward 20 which had the highest score of all for 
this question, also had almost as many hearsay nominations.
The questions .on discipline produced the lowest response of all but it 
seems likely that there are two different explanations for this. On the 
question of strict discipline, 85% of the nurses selected ward 17 and this 
was nearly twice as high as any other score on any question. Such is the
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ward's reputation that over half of the nurses who had not worked there 
also named is as the strictest. The level of non response on slack 
discipline was highest of all. Almost half of the nurses answered it and 
almost half did not. Of the remaining 10% most of the hearsay opinion 
nominated the two wards which were outstanding for slack discipline in 
the opinion of the nurses who had worked on them. The one ward which is 
atypical in examining the influence of hearsay is ward 6 which had 
relatively high scores from the nurses who had worked there for slack 
discipline, poor care and reluctance to return there and yet was scarcely 
mentioned by the remainder.
TABLE 8.7 Average number of wards on which students had worked who 
gave no answer or inapplicable answer.
GROUP RETURN DISCIPLINE CARE
HAPPY UNHAPPY STRICT SLACK BEST LEAST
Not applicable* 4.3 3.0 x 3.0 8.0 2.7 3.4
Not stated 3.0 3.4 3.0 4.0 2.6 3.4
* These nurses selected wards from other hospitals not included in the 
study.
x In the case of not applicable replies on discipline, the actual level 
of experience shown is the actual number of- wards experienced by only 
one nurse in each instance.
Level or response to all 6 questions was influenced by length of 
experience. The average number of wards worked on by non respondents was 
consistently lower than the overall average of 4.5 wards with the single 
exception of slack discipline as can be seen from Table 8.7.
8.7 Analysis on Return, Discipline and Care
Table 8.8 gives the results of the replies to these questions by ward and 
unit as percentages for comparative purposes. 'Hearsay' replies are not 
included in this table and in each section a third column headed 'neither' 
gives the percentage of nurses who had worked there who did not name the 
ward under either of the two extremes. In Fig. 8.1 the same findings are
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TABLE 8.8 Percentage of students and pupil nurses selecting ward as 
best and least care, strict or slack discipline, happy and 
unhappy to return, and percentage who had worked there who 
did not select the ward under either heading in each of the
three sections. (Percentages are based on number of nurses 
with at least one spell of duty on that particular ward.)
DEPARTMENT WARD
CARE DISCIPLINE RETURN
nniw
BEST LEAST NEITHER STRICT SLACK NEITHER HAPPY JNHAPrY NEITHER
Medical l 7.3 14.6 78.1 0 9.8 90.2 36.5 19.5 44.0
18 25.7 8.6 65.7 17. 1 2.9 80.0 34.3 14.3 51.4
3 22.4 3.4 74.2 1. 7 3.4 94.9 22.4 19.0 58.6
11 7.7 9.6 82.7 0 11.4 88.6 26.9 11.4 61.7
21 13.2 4r. 0 82.8 0 4.0 96.0 26.3 4.0 69.7
17 44.2 2.3 53.5 85. 1 0 14.9 11.6 13.9 74.5
Surgical 19 17.0 2.1 80.9 4. 3 2.1 93.6 21.3 4.3 74.4
12 20.9 7.0 72.1 23. 3 0 76.7 27.9 11.6 60.5
13 2.3 15.9 81.8 2. 3 27.2 70.5 2.3 31.8 65.9
2 4.8 2.4 92.8 0. 7.1 92.9 19.0 7.1 73. 9
7 30.2 2.3 67.5 9. 3 2.3 88.4 32.5 13.9 53.6
10 23.5 5.9 70.6 3. 9 1.9 94.2 19.6 9.6 70.8
Specialties 14 10.0 10.0 80.0 1.6 6.7 91.7 13.3 23.3 63.4
15 4.3 8.7 87.0 0 13.0 87.0 8.7 34.8 56.5
6 3.3 24.6 72.1 0 45.9 54.1 8.1 34.4 57.5
8 0 0 100.0 0 5.8 94.2 23.1 15.4 61.5
9 2.4 0 97.6 0 0 100.0 26.2 7.1 66.7
16 18.1 9.2 72.7 0 0 100.0 0 27.3 72.7
Accident 4 0 3.3 96.7 0 19.7 80.3 4.9 16.4 78.7
5 14.3 1.8 83.9 1. 8 0 98.2 14.3 7.1 78.6
20 0- 47.7 52.3 • 0 29.2 70.8 12.3 33.8 53.9
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TABLE 8.9 Number of students nominating wards on which they had worked 
as best and least care, strict and slack discipline, and 
happy and unhappy to return and total number of students 
working on the ward. Figures in brackets indicate additional 
nominations by students not having worked in the specific ward.
CARE DISCIPLINE RETURN Number of Students
DEPARTMENT WARD
Best Least Strict Slack Happy Unhappy
with 
experience 
on ward
Medical 1 3 6(7) 0 4 15 8 41
18 9(1) 3 6(1) 1 12 5 35
3 13(2) 2 1 2 13 11 58
11 4 5 0 6(2) 14 6 52
21 5(2) 2(2) 0 2(1) 10 2 38
17 19(9) 1(5) 37(89) 0 5 6 ; 43
Surgical 19 8(4) 1 2 1(1) 10 2 47
12 9 3(2) 10(5) 0(1) 12 5 43
13 1(1) 7(6) 1 12(2) 1 14 44
2 2 1 0 3(1) 8 3 42
7 13 1(1) 4 1 14 6 43
10 12(6) 3(2) 2 1 10 5 51
Specialties 14 6 6(1) 1 4 8 14 60
15 1 2 0 3(1) 2 8 23
6 2(1) 15(1) 0 28(4) 5 21 61
8 0 0 0 3 12 8 52
9 1 0 0 0(1) 11 3 42
16 4(17) 2(2) 0(2) 0(1) 0 6 22
Accident 4 0 2. 0 12(2) 3 10 61
5 8(4) 1(1) 1 0(1) 8 4 56
20 0 31(26) 0 . 19(4) 8 22 65
Selected 
Other Hospitals 7 2 1 1 12 11
Not Stated 43 65 53 92 24 37
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shown diagramatically. Both show that despite a widely ranging variety 
of replies under all but one heading (strict discipline) most of the 
higher ranked wards on headings of happiness, care, and discipline were 
in general medicine and surgery and most of the reverse rankings were in 
Specialties and Accident wards. These results are analysed and discussed 
in greater detail later.
Table 8.9 provides the raw data 011 which Table 8.8 is based together with
*
the total number of nurses who had worked on the ward. The additional 
nominations based on 'hearsay* are given in brackets.
The fact that not all the students were exposed to the same wards or had 
the same length of experience presents analytical difficulties which 
cannot be adequately resolved. It was impossible for any student to have 
been on all wards. The average number was, in fact, nine wards and the 
maximum number was fifteen* Clearly, a student who. had been on only two 
wards was much more restricted in choice than one who had worked on 
several. In addition, the range of choice varied so that, for example, 
two students each with experience on 5 wards would not necessarily be 
making, and in fact were unlikely to make their choice from exactly the 
same combination of wards. No satisfactory index could be devised. The 
method finally adopted was to take the number of students with experience 
on the ward as the key variable, and relate the various analyses to this. 
This is the basis of Table 8.8 and the 'subsidiary tables. The analysis 
which follows will attempt to show the degree of confidence that can be 
placed on the results.
8.8 Ratio of happy to unhappy nurses, and total nominations for happiness 
or unhappiness per ward in relation to ward sample size.
As already seen in Table 8.9 the volume of nominations under these two 
headings varied between wards, as did the ratio of happy to unhappy nurses. 
By ranking wards according to this ratio it is possible to determine those 
which are overall more h&ppy than unhappy, or the reverse. Equally, it is 
interesting to examine the extent to which the sample size per ward and 
the volume of comment on the two questions is associated with this ratio. 
The resulting ranking order is given in Table 8.10. Fig. 8.2 shows the 
same data diagramatically and in Table 8.11 it is regrouped by unit.
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TABLE 8.10 Ranking order of wards according to the ratio of happy to 
unhappy nurses, standardised sample size and percentage 
naming ward as happy or unhappy.
Specialty Sex Ward
Ratio of 
happy to .un­
happy nurses
*Standardised 
sample size 
of students 
per ward (22-65)
Percent age 
naming ward 
as happy or 
unhappy
Surgical F 19))21)
0. 72 25.4
Medical F 5.0 0.58 31.8
Paed. Med. B 9 3.6 0.64 30.8 /'
Surgical M 2 2.6 0.64 26.1
Surgical M 12)) 2.4
0.86 39.4
Medical M 18) 0.53 48.5
Surgical M 0.66 29.4
Medical M 11) 2.3 0.80 38.4
Accid. ICU B 5)
) 2.0
0.86 21. 3
Surgical F 10) 0.78 41.8
Medical F 1 1.87 0.63 56.0
Paed. Surg. B 8 1.50 0.80 38. 3
Medical F 3 1.10 0.89 39.6
Medical ■M 17 0.83 0.66 23.2
Neuro Surg. B 14 0.57 0.93 36. 6
Accident F 20 0.34 1.00 46.1
Accident M 4 0. 33 0.93 21.2
ITU -B 15 0.25 0.35 43.3
ENT B 6 0.23 0. 93 42.5
Surgical F 13 0.07 0.67 31.5
Private B 16 0.00 0.33 27.2
M = Male F = Female B = Both * Men, Women & Children
A = More happy than unhappy B = Less happy than happy.
* Female accident ward tvith.65 students taken as 1.00
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TABLE 8.11 Ratio of happy to unhappy nurses, standardised sample size 
and percentage of nurses naming ward as happy or unhappy 
according to unit.
Unit and Ward
**
Ratio of 
Happy to 
Unhappy
Standardised sample 
size of students 
per. ward (22 - 65)*
Total percentage 
nominations as 
happy or unhappy
Medical F 1 1.87 0.63 56.0
M18 2.40 0.53 48.5
F 3 1.10 0.89 39. 6
Mil 2.30 0.80 38.4
F21 5.00 0.58 31.5
Ml 7 0.83 0.66 23.2
Surgical F19 5.00 0.72 25.4
M12 2.40 0.86 39.4
F13 0.07 0.67 31.5
M 2 2.60 0.64 26.1
F10 2.00 0.78 41.8
M17 2.30 0.66 29.4
Specialties 
B 14 0.57 0.92 36. 6
B 15 • 0.25 0.35 43. 3
B 6 0.23 0.93 42.5
B 8 1.50 0.80 38.3
B 9 3.60 0.64 30.8
B 16 0.00 0.33 27.2
Accident M4 0.33 0.93 21.2
B 5 2.00 0.86 21.3
F20 0.34 1.00 46.1
M = Male F = Female B = Both Male and Female
Ward 20 taken as 1
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Although generally the sample size per ward was not significantly 
correlated with the replies on care, discipline and happiness, there were, 
with one or two exceptions, larger numbers of nurses with experience on 
the less happy wards and also, to a lesser extent, higher levels of 
nominations overall for these wards. They also included, however, the two 
smallest samples of all. Thirteen wards were more happy thanuthappy. The 
13 happier wards ranged from ratios of 5 to 1, to 1.1 to 1 and, with the 
exception of the Accident Intensive Care Unit, were entirely general 
medical, surgical and paediatric wards. The less happy wards ranged from 
ratios of 0.83 to 1, to zero and included all the remaining Specialty and 
Accident wards and the one male medical (17) and one female surgical (13) 
wards not included in the first group. The private ward was the only one 
(16) to which no nurses would be happy to return. In Fig. 8.3 the wards 
are ranked in order of the total nominations of most or least happy as a 
percentage of the number of nurses who had worked there.
In comparing the reactions of nurses to male, female and mixed wards, the 
two atypical medical and surgical wards (17 and 13) are excluded, likewise 
the paediatric and accident wards. The pattern emerging is shown in 
Table 8.12.
TABLE 8.12 Reaction of student and pupil nurses to male, female and
mixed wards.
WARDS
Percentage of Nurses who were:-
TYPE OF WARDS
HAPPY UNHAPPY NEITHER
Female Wards 25.2 11.2 63.6 Medical and Surgical
Male Wards 25.1 13.1 61.1 Medical and Surgical
Mixed Wards 6.5 29.9 63. 6 Specialtie s
The mixed wards, being also the specialty wards, evoked the least 
favourable reaction which was dramatically affected by the exclusion of
the children’s wards. Of the remainder, the female wards produced both aI
high overall reaction, higher percentage of happy nurses, and lower per­
centage of unhappy nurses than did the male wards, though in each instance 
the difference was marginal. These results were compared with the nurses’ 
stated preference for male, female, medicine, surgery etc. Table 8.13 
summarises the- findings.
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TABLE 8.13 Type of patient and specialty preferred by senior student
and pupil nurses
Type of 
Patient
Students with 
Preference Type of Specialty
Students with 
Preference
Number Percentage Number Percentage
Children 35 16.1 Medicine 54 25.0
Old People 14 6.4 Surgery 57 26.0
Men 83 38.2 Gynaecology 13 6.0
Wome n 12 5.5 Orthopaedic 7 3.2
Don’t Mind 50 23.0 Casualty ' 24 11.0
Other 7 3.2 Theatre 17 8.5
Not Stated 16 7.3 Geriatrics 5 2.8
Paediatrics 19 8.7
Other 7 3.2
Not Stated 14 6.4
TOTAL 217 100 TOTAL 217 100
Although the variety of headings precludes exact comparisons, male wards 
were clearly less preferable in practise than the general statement and 
female ward more so than would have been expected. Under the headings of 
different specialties the marginal preference for surgery over medicine 
generally was also reveresed in the nurses’ actual experience but the low 
preference for orthopaedic patients and high preference for paediatrics 
were borne out in both sets of answers. In addition, the low preference 
for nursing old people and women, shown in Table 8.13, would further 
strengthen the likelihood of a low preference for the female accident ward 
which has a high proportion of geriatric patients. Table 8.14 gives the
comparable figures from the two previous tables.
TABLE 8.14 Percentage of student and pupil nurses who like type of ward
or named type of ward as most happy or least happy.
GROUP MEDICINE SURGERY MALE FEMALE
Like this type of 
ward best 25 26 38 6
Named this type as 
most happy 32 25 25 25
Named this type as 
least happy 13 12 13 11
3 0 8
8.9 Relationship between ward ranking on care, happiness and discipline.
Apart from the variation between wards in the sample size and the range 
and combination of experience of different nurses, a further feature whicli 
became apparent during the analysis was the need for more than one choice 
of ward under any one heading. Thus, it would have been advantageous to 
have had the wards ranked for most happy, second most happy, et. This 
information was not requested as it was felt that these questions may be 
difficult even in their most simplified form because of the limited 
experience of the respondents. The result was that in a situation in 
which one ward had an outstanding reputation under any one heading (as 
was the case for strict discipline) the vast majority named it, leaving 
little scope for ranking of the remaining wards. In addition, under each 
heading, as already seen, a small number of wards at each extreme accounted 
for relatively high proportions of the nominations so that the intervals 
between scores were in most cases unevenly distributed. For these reasons, 
both rank and product moment correlations were carried out. The ward rank 
order for the variables is given in Table 8.15, the Spearmans rank correla­
tion in Table 8.16 and the product moment correlations in Table 8.17.
The frequency of significant and often highly significant correlations in 
Tables 8.16 and 8.17 demonstrates clearly the strong association in the 
opinions of the student nurses between care, discipline and happiness.
They also suggest, however, a marked disparity between the strength of the 
positive and negative aspects of these questions.
It seems clear from-these tables also that the students are unhappy in 
wards in which care is perceived to be poor in their opinion, and that such 
wards are also associated with a lack of discipline. The wards, which in 
their view are associated with good care and strict discipline, are not so 
strongly associated with being happy. Possible reasons for this are 
discussed in the analysis of reasons given for selecting a ward as most or 
least happy.
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TABLE 8.15 Ranking order of wards for most and least happy, best and
least care and most and least strict discipline.
1 . WARD 'JTIMBRR................. Ti.’Ta^ajfi.rn.nH Trr »Tf
Rank
Order
Most
Happy
Least-
Happy
Best
Care
Least
Care
Most
Strict
Least-
Strict
1 1 15 17 20 17 6
2 18 6 7 6 12 20
3 7 20 18 13 IS 4
4 12 13 10 1 7 15
5 11 16 3 14 19 11
6 21 14 12 11 10 1
7 9 1 16 16 13 2
8 8 3 19 15 3 14
9 3 4 5 18 • 5 8
10 19 8 21 12 14 21
11 10 18 14 10 15 ) \ 3
12 2 17 11 21 6 ) 18
13 5 12 1 3 4 ) \ 13
14 14 11 2 4 16 ) 7
15 20 10 15 17 20 ) \ 19
16 17 7 6 7 )2 ) 10
17 15 2 13 19 21 > \ 5 >
181 6 5 9 2 )11 ) )12 )
19
20 
21
4
13
1 6
21
9
19
4 ) 
20  ^
8 )
5 
8 ) 
9 *
1 ) 
)9 ) 
8 )
17 )
16 )
9 )
TABLE 8.16 Spearman’s iftunk correlations based on data of Table 8.15
Variable Be st Care
Le a s t 
Care
Most
Strict
Least
Strict
Most
Happy
Least
Happy
Best Care 1 *-0.484 **t).762 ***-0.754 *0.460 *-0.474
Least Care 1 -0.293 * 0.504 -0.198 *** 0. 784
Most Strict 1 **-0. 616 0.342 -0.265
Least Strict 1 -0.104 * 0.469
Most Happy 1 *-0.492
Least Happy 1
*= 5% ** = i% *** - o.l%
TABLE 8.17 Product moment correlations based on number of nominations 
for each ward (based on data in Table 8.9).
Variable BestCare
Least
Care
Most
Strict
Least
Strict
Most
Happy
Least-
Happy
Best Care 1 ***0.758 *-0.625 0.235 -0.362
Least Care 1 -0.214 ***0.708 -0.247 **0.624
Most Strict- 1 -0.067 -0.181
Least Strict 1 **-0.568 ***0.708
Most Happy 1
Least Happy 1
* = 5% ** P = 1% *** P = .1%
8.10 Regression analysis of care, happiness and discipline
Strictly speaking, the product moment correlation is only valid when the 
variables are distributed normally, but this condition is less important 
in regression analysis, a fact which makes the latter approach the more 
reliable of the two. Correlation and regression coefficients are closely 
related but provide different interpretations. While the correlation 
coefficient measures the association between two variables, the regression 
coefficient measures the size of the change in one variable (independent) 
which can be predicted when a unit change is made in the other variable 
(dependent). For this reason it was considered to be of value to follow 
the initial correlations with a regression analysis.
In the present instance, the dependent variable was taken as best care 
(or least care) and the independent variables as happiness to return to 
the ward, discipline of the ward, number of nurses who had worked on the 
ward, and the number of beds. The basic data, given in Table 8.9, 
consisted of "experience” , and "hearsay" together with a percentage 
distribution of the number of nurses employed on the ward, for all wards, 
and for all wards except ward 17, since this ward was so atypical. The 
numbers of 'O’ and 'A' levels and the composition of ward experience in 
terms of the specific wards in which the nurse had worked were not included 
as initial sorting indicated that there was no relationship between these 
variables and the replies. Thus the following analysis purports to show 
the strength of the relationship between a series of variables and various 
derivations of these and the level of care among the 21 wards as assessed 
by the student and pupil nurses.
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The results of the regression analysis are summarised in Table 8.18. As 
already mentioned, the exclusion of "hearsay" nullified varying 
proportions of the overall replies; for strict discipline 45%, for slack 
discipline 10%, for best care 22%, and for least care 26%. Similarly 
excluding ward 17 on the grounds that it was atypical involved further 
exceptions from the analysis. Despite this, the numbers were still 
sufficiently large to proceed with the regressions.
The multiple correlation coefficient (R) provides, in each instance, an 
approximate measure of the extent to which the value of the dependent- 
variable' changes in association with changes in the value of the independ­
ent variables. More specifically, the1 square of the multiple correlation,
—  2adjusted for the degrees of freedom (R) estimates the proportion of the 
total variation in the dependent variable which would occur in association 
with changes in the independent variable, given an infinitely large sampled
The regression analysis confirms the initial correlations and, in general, 
indicates that the additional variables, namely number of beds and number
of nurses, made little difference to the findings. These variables, 
therefore, are ignored in the discussion but are included in Table 8.18 
for completeness. Fortunately, the inclusion of "hearsay" opinion, like 
the additional variables, makes only a marginal difference to the 
regressions and, as a result, the conclusions can be drawn with greater 
confidence. Nevertheless, there is a large number of significant 
regressions. It is not proposed to discuss all of these in detail but the 
more interesting associations are considered to justify specific comment.
~2The R values are generally higher for associations with least care than 
for association with best care. From this one might infer that staff find 
it easier to agree on what is poor care than on what is good care. This 
becomes clear from the consideration of the relevant regression equations.
^* R^ = 1 - (1 - R2) where n^ is the degrees of freedom in the
n2
sample, n t h e  degrees of freedom not attributable to regression 
and R the multiple correlation coefficient.
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In the following equations
Cg = best care
CL = least care
H„ =. most happy to return M 3
H = least happy to returnJL/
D^ , = strict discipline 
'= slack discipline
the regression equation for least care (i.e. equation 37) for total 
—2nominations, with R = 0.89, was:
C = -1.584 H +0.126 H 2 +0.422 D -0.030 D 2 +5.467
JL L  Jj 1 /
•(0.402) (0.019) (0.274) (0.010)
The figures in brackets are the standard errors of the respective 
coefficients and show that all the coefficients, with the exception of the 
linear component for D^, are statistically significant. The largest and 
most effective coefficients are associated with unhappiness to return to 
the ward, suggesting that this factor is more strongly associated with 
least care than is the factor of slack discipline. The substantial 
increase in the value of all 5 multiple correlation coefficients for this 
regression when squared terms were included for and also indicate 
that the associations between unhappiness or least discipline and least 
care are non-linear. Predictions based on this curve, show that for 
unhappiness the minimum turning point is = 6 and for discipline = 7. 
In other words, for each additional nurse up to 6 or 7 respectively who 
rates a ward as unhappy or slack discipline, the numbers rating the care as 
poor will rise, after which the increase in low care scores ceases. This 
means that when the adverse reaction to a ward is relatively low, slack 
discipline is more strongly associated with poor care than is unhappiness 
but when the volume of adverse reaction is high, .unhappiness is more closely 
associated with poor care than is 'slack discipline
Regression 35, which measures the strength of the association between least 
happy only and least care, also-shows an increased value for the correla­
tion coefficient when a square term is included although the difference is
—2not so great as that for regression 37. The value of R for regression 35 
exceeds 0.8 and the equation is:-
C = -0.980 II + 0.086H 2 + 4.195Yj L* JL/
(0.499) (0.019)
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Both the coefficients are significant and in this instance the minimum
turning point is H =5.6. Thus if 5 nurses vote that a ward is unhappy,
it would be expected that 2 to 3 would rate the care as poor. This
scarcely changes up to the level of 10 nurses for whom the expected vote
on poor care would still only be 3. Beyond this point, however, there is
a sharp rise so that if 20 nurses were unhappy, 19 may be expected to
consider the ward as a least care ward. As m i l  be seen from Fig. 8.4,
the curve is J-shaped. The result is similar to that of regression 37 in
that a low adverse reaction on happiness does not necessarily produce a
corresponding rating on care but a high adverse reaction is strongly
associated with a high rating of least care. Turning to the regression
with best care as the dependent variable, regression 14 is the reverse of
*”2regression 37 already discussed. Although the R = 0.53 compared with 
—2R =0.89 for regression 37, the analysis of variance indicates that the 
regression is significant at the 1% level.
The equation is:-
CB = 0.279 Hm + 0.001 Hm2 + 1.029 - 0.016DT2 + 1.76
(0.691) (0.044) (0.445) (0.012)
The only significant coefficient is that of the linear component for strict 
discipline (D^). This suggests that having been happy on a ward is not 
strongly associated .with considering it to have had a good standard of care 
and tlie interpretation is borne out in the results of regressions 4 and 13 
neither of which yield significant linear or nqn linear relationships 
between most happy and best care wards. Regressions 7 and 15 do, however, 
reveal a significant association between best care and most strict 
discipline. The equations are:-
c_ = 0.447 D + 4.330. b r
(0.108)
CL = 1.265D - 0.023 D 2 + 3.482
B  I  1
(0.421) (0.012)
All the coefficients are significant and, as with least care, the best fit 
of good care and strict discipline is given by the quadratic equation. The 
implication is that increasingly strict discipline (measured in terms of 
the student nurses' opinions of most strict wards) is not directly 
associated with increasingly wide consensus that such a ward was the best
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Fig. 8«4 Regression of Care on Happiness and Discipline
care. A point is reached where a high score for most strict discipline 
can be associated with a lower rating for the standard of care. The 
optimum cannot be determined from this study.
The remaining regressions, although of interest, add little to the 
interpretation. Despite the limitations of the approach, it seems clear 
that a low standard of care in the opinion of the nurses is closely 
associated with a high level of unhappiness and to a lesser extent slack 
discipline. Conclusions on the corresponding variables relating to best 
care are less easy to draw. There is an association between good care and 
strict discipline but this is neither exclusive nor continuous in effect. 
Lastly, the existence of a good standard of care in a ward is not 
sufficient in itself to produce a high level of happiness working there, 
a fact which has been demonstrated in other research into job performance 
and motivation. (M°Gregor 1971)
8.11 Preferred and non-preferred wards
Whilst replies on wards which nurses would be happy or unhappy to return 
to were distributed across almost the entire range of wards, those on care 
and discipline were confined to two relatively small groups of wards. 
Detailed analysis of these groups would be of limited value owing to the 
small sample size and the wide range of combinations of experience. The 
combination of wards worked on was bound to restrict the nurses’ choice 
even though, as already shown, the number of wards worked on did not.
Given this limitation, four "preferred" wards (namely wards 7, 12, 17 and 
18) and three"non-preferred" wards (namely wards 06, 13 and 20) were 
analysed for three factors:- (1) the number of nurses who had worked on 
the particular preferred or non-preferred ward and selected it as strict 
discipline/best care, or slack discipline/least care (2) of those who did 
not. do so, the number who named another within this group of seven wards 
and (3) the number who named another ward outside the range of the 
preferred wards. The wards included and the choice of the nurses working 
in these wards are given in Table 8.19.
Table 8.19 is further summarised in Table 8.20 to show the student nurses 
who chose the same ward, a ward in the same group, or a different ward,for 
best and least care and strict and slack discipline.
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TABLE 8.19 Analysis of choice made by nurses in "preferred" and 
"non-preferred" wards 
BEST CARE (a) "PREFERRED"
Ward
Number
Total No. 
of Nurses 
with at 
least one 
spell of 
duty
Numbers
select­
ing 
ward as 
Best 
Care
Wards Selected
3 5 7 10 12 ' 17 18
Other
Experienced
Ward
Hearsay
Ward
NOT
STATED
7 43 13 - - 13 1 - 4 2 8 7 8
12 43 9 3 2 3 2 9 5 2 5 7 5
17 43 19 - 1 3 2 - 19 1 8 2 7
18 35 9 2 - - 1 3 1 9 1 9 8
STRICT DISCIPLINE
Ward
dumber
Total No. 
of Nurse s 
wi th at 
least one 
spell of 
duty
Numbers 
select­
ing 
ward as 
Strict 
Discipline
Wa rd s Selected
3 5 7 10 12 17 18
Other
Experienced
Ward
Hearsay
Ward
NOT
STATED
7 43 4 - - 4 - 2 10 1 2 17 7
12 43 10 • 1 - - - 10 10 - 1 12 5
17 43 36 - - - - 2 36 - ~ 1 4
18 35 6 - - - - 1 2 6 - 18 8
(b)"NON-PREFERRED"
LEAST CARE
Ward
Number
Total No. 
of Nurses 
with at 
least one 
spell of 
duty
Numbers 
select­
ing 
ward as 
Least 
Care
Wards Selected
1 6 13 14 18 20
Other
Experienced
Ward
Hearsay
Ward
NOT
STATED
06 61 15 2 15 2 2 2 8 9 10 11
13 44 7 1 2 7 - - 4 12 6 12
20 65 31 1 2 1 1 2 31 10 7 10
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(b)"NON-PREFERRED" 
SLACK DISCIPLINE "
Ward
No.
To tal 
Number 
of 
Nurses
Nos. 
select­
ing 
ward as 
Slack 
Discip.
Wards Selected
1 6 11 13 14 2,0
Other
Experienced
Ward
Hearsay
Ward
. NOT 
STATED
06 61 28 1 28 2 2 - 6 6 2 14
13 44 12 - 6 - 1.2 2 - 6 2 16
20 65 20 1 5 1 4 1 20- 10 3 20
TABLE 8.20 Summary of Table 8.19 showing the choice made by students in 
"preferred" and "non-preferred" wards.
1
Choice of Ward
CARE DISCIPLINE
Best- Least- Total Strict Slack Total
Same ward 50 53 103 56 60 116
Same group 24 19 43 28 23 51
Other ward 
or hearsay 27 • 42 69 3 22 25
TOTAL 101 114 215 87 105 192
X2 3.01 13 .50
DF 2 2
P 0 .30>p>0.20 <0 .001
2The highly significant X on discipline and the non-significant 
result relating to care, suggests that, despite the low response rate on 
discipline, the nurses who did reply, demonstrated a greater consensus of 
opinion in relation to these wards than could easily have arisen by chance, 
whereas on the question of care, the opinions were not so uniformity held.
\
322
8.12 Reasons given for naming wards most or least happy
In addition to asking to which wards nurses would be most or least happy to 
return, the nurses were also asked to rank their reasons for their choice 
from a fairly comprehensive list of reasons offered by the student nurses 
in the pilot stage, or to add additional reasons if necessary. The three 
most important reasons under each heading were requested. Only one 
additional reason appeared under the section relating to the most happy 
ward but 11 additional reasons for unhappy wards were given. Some reasons 
imply the same basic complaint e.g. "there was no teaching", and "I was 
expected to do things without being taught and shown how to" but they were 
reproduced verbatim on the questionnaire to give the nurses greater 
freedom of choice in their replies. The nature of reasons given will be 
seen to be relevant to the fundamental question of this survey, namely, 
what ward factors influence the standard of performance of the nurses.
In the following analysis, reasons given by the students are grouped under 
the ten headings of Hertzberg’s Motivator-Hygiene theory (Hertzberg 1963) 
and wards compared according to the balance of each. To take account of 
the fact that any reason indicated may be the most important factor for 
some nurses and rated only as second or third in importance by other 
nurses, reasons are scored from 3 to 1 respectively for first, second and 
third most important. As in the analysis of the sisters' questionnaire, 
this'is clearly not a scale of measurement, but rather a simple means of 
differentiating between the relative importance of reasons to different 
nurses in different ward situations. The reasons given were classified 
as follows:-
Motivator Factors
1. Achievement
1.1 The nursing care was good
1.2 The sisters’ attitude to patients was good
1.3 All patients’ needs were met
1.4 Nursing was bad
1.5 No one cared about the patients
2. Recognition
2.1 The senior staff appreciated ones efforts
2.2 The sister took an interest in the nurses
)
 ^ Positive 
)
)
) Negative 
)
)
) Positive 
)
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3. Work Itself
3.1 I like this specialty '
3.2 I like nursing men .
3.3 I like nursing women )
3.4 I like nursing children ^
3.5 The patients were cheerful )
3.6 I dislike this specialty )
3.7 I dislike nursing men
3.8 I dislike nursing women )
3.9 I dislike nursing children '
3.10 I dislike nursing old people . . \
3.11 The patients were depressing )
3.12 The work was monotonous
3.13 There was no actual nursing )
4. Responsibility
4.1 I was given enough responsibility but not too much)
4.2 I enjoyed the responsibility on night duty
4.3 Not allowed to do dressings )
5. Advancement 
None
Hygiene Factors
6. Policy and Administration
6.1 It was well organised )
6.2 The discipline was good
6.3 It was disorganised
6.4 There was no discipline
6.5 It was too strict
6.6 The sister was always after you for mistakes, etc.
6.7 The sister was unreasonable
6.8 The sister didn’t trust anyone
6.9 Student nurses shouldn’t work on Private wards
Positive
Negative
Positive
Negative
Positive
Negative
321*
7. Supervision
7.1 The teaching was good
7.2 Lack of teaching or supervision
7.3 No teaching
7.4 Not enough trained staff
7.5 Nursing Auxilliaries didn't know what they were doing
7.6 Insecure with very ill patients
7.7 Insecurity on first ward experience
) Positive
Negative
8. Salary 
None.
9. Interpersonal Relationships
9.1 It was a happy atmosphere
9.2 The staff worked well together
9.3 Treated as an outsider by permanent staff
9.4 Staff didn’t get on well together
9.5 Staff resented male nurses
Positive
Negat ive
10. Working Conditions
10.1 Enjoy a busy situation where you don't know what
will happen next
10.2 Enjoy a busy situation where there are no 
* interruptions
10.3 Plenty to do without being too busy
10.4 It was a perpetual race against the clock
10.5 Poor facilities made good nursing impossible
10.6 Disliked being on night duty
10.7 Disliked frequent ward changes
10.8 Disliked emergency duty
10.9 Shortage of staff
10.10 Not enough to do
Positive
Negative
In Tables 8.21 and 8.22 the frequency of each remark is analysed by ward, 
and point to the following conclusions. Of the reasons given for naming a 
ward as most happy, less than half (43.5%) are classified as motivators, 
the remainder being hygiene factors. Of the reasons given for naming a ward 
as least happy, the difference is much greater. Almost three quarters
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(71.7%) are hygiene factors with less than a third (28.3%) under the 
heading of motivator factors. Thus, in general, the capacity of the wards 
to satisfy nurses depended more on minimising, dissatisfiers than on 
providing positive motivators, and the situations in which nurses were 
least happy, were those in which the dissatisfiers predominated, more so 
than in which motivators were actively depressed. The percentage 
distributions for the 10 headings weref-
Reasons for Reasons for
Selecting Ward Selecting Ward
as Most Happy as Least Happy
M ( 1 Achievement 14.9 ) 1.0.7 )
t ( 
*v ^
2
3
Recognition 
Work itself
9.2 ^
11.7 ) 43.5%
0.0 ^
17.6 ) 28.3%
a (
0 v r
4
5
Responsibility
Advancement
7. 7 ) 
0.0
0.0 > 
)0.0
H ( 6 Policy & Administration 10.5 ) 23.1 )
22.0 ^
0.0 ) 71.7% 
13.8 ^
y C
g ( 
i (
7
8
Supervi sion 
Salary
7.3 I
0.0 ) 5 6.5%
e ( 
n ( 9 Interpersonal relationships 28.0 . .
e ( 10 Working Conditions 10.7 ) 
100.0
12.7 ) 
100*0
Ove rail, the factors which were ranked highest in attracting nurses t
wards differed in importance in the ranking of nurses by whom they we
quoted as causes of unhappiness as the following comparison shows:~
Most Happy Least Happy
(% reasons) (% reasons)
Relationships 28.0 13.8
Achievement- 14.9 10.7
Work itself 11.7 17.6
Working Conditions 10.7 12.7
Policy & Administration 10.5 23.1
Recognition (of work) 9.2 0.0
Responsibility 7.7 0.0
Supervision 7.3 22.0
Advancement 0.0 0.0
Salary 0.0 0.0
100.0 100. 0
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These percentages are based on actual numbers and do not include the 
additional weighting for first, second or third reason of the motivators. 
Achievement and the work itself predominated amongst reasons for being 
happy to return to a ward and, of the hygiene factors, by far the most 
important were interpersonal relationships. Advancement as a motivator 
and salary as a hygiene factor were non existent in the reasons given. 
Amongst reasons for unhappiness on wards, dislike of the work itself was 
the greatest demotivator. Recognition, responsibility and advancement 
were unmentioned. Criticisms of policy and administration, and lack of 
supervision and teaching were almost equal as the greatest dissatisfiers 
and again, salary was unmentioned. The effect of introducing the 3-2-1 
score to reasons given was a proportionate increase in the hygiene factors 
and decrease in motivator factors for both most happy and least happy 
categories as follows:-
Actual Scores Weighted Scores
Most Happy Least Happy Most Happy Least Happy 
Motivator 43.49 28.28 41.87 26.39
Hygiene 56.47 71.67 58.12 73.60
100.00 100.00 100.00 100.00
The importance of each group as 1st, 2nd or 3rd in the two sets of reasons 
given for finding wards most or least happy can be seen in Table 8.23 in 
which second and third most important reasons are shown as ratios of the 
first.
It can be seen that in the first set of reasons, the most important reason 
overall relationships, was specified twice as frequently as the second 
reason, achievement, but both were described as the most important more 
often than second or third. The frequency of the remaining 6 reasons were 
all within 4% of each other and on all but supervision were more likely to 
be second or third rather than first in importance.
In the second set of reasons, although criticisms of policy and administra 
tion, or lack of supervision and teaching occurred with almost equal 
frequency, policy was most frequently the most important dissatisfier, 
whereas supervision was more likely to be second or third in importance. 
Poor relationships and absence of achievement most frequently held second
333
TABLE 8.23 Reasons for being most or least happy ranked according to
overall importance.
STATE
OF
WARD
REASON H or M*A,»
Overall
Ratio
of
Ratio of 2nd & 3rd 
in importance to 1st
% Bach to 
First 1st 2nd 3rd
MOST 1 Relationships H 28.0 1.00 1.0 0.6 0.4
HAPPY 2 Achievements M 14.9 0.5 1.0 0.9 0.9
3 Work itself M 11.7 0.4 1.0 0.7 1.2
10 Working
Conditions H 10-7 0.4 1.0 2.7 3.6
6 Policy & 
Administration H 10.5 0.4 1.0 1.5 0.6
2 Recognition M 9.2 0.3 1.0 0.9 3.0
4 Responsibility M 7.7 0.3 1,0 4.8 3.5
7 Supervision H 7.3 0.3 1.0 0.9 0.8
5 Advancement M - - - -
8 Salary H - - - - -
LEAST
HAPPY
5 Policy & 
Administration H 23.1 1.0 1.0 0.9 0.7
7 Supervision H 22.0 0.9 1.0 1.4 1.6
3 Work itself M 17.6 0.8 1.0 0. 7 1.0
9 Relationships H 13.8 0.6 1.0 1.1 0.4
10 Working
Conditions H 12.7 0.5 1.0 0.5 1,1
1 Achievement M 10.7 0.5 1.0 1.1 0.8
2 Recognition - - _ - - -
4 Re sponsibility - - - “ - -
5 Advancement - - - - - -
8 Salary - - - - - -
* H » HYGIENE M - MOTIVATOR 
place whilst the work itself and working conditions were likely to be
third most important.
8.13 Reasons for happiness or unhappiness on best and least care wards 
Because of the significant correlations between care and happiness, and 
the fact that the reasons given varied between wards, 6 favourably ranked 
and 6 unfavourably ranked wards on care were examined for variations in
33L.
reasons given for happiness* To obtain a crude overall ranking for 
this purpose an average ranking was derived from the position of 6 
best and least care wards* The percentage of nurses v?ho had named 
them as most or least happy and the ratio of happy to unhappy nurses, 
or the reverse, was as follows r«*
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17 1 16 14 6 20 1 3 6 3
7 2. 9 7 3 6 2 2 3 1
18 3 2 6 1 13 3 4 2 2
10 4 11 10 4 1 4 7 11 5
3 5 9 13 5 14 5 6 7 4
12 6 4 5 2 11 6 14 14 6
TABLE 8.24 Percentage Motivator-Hygiene factors for nurses on 6 best
wa rd s
Most Kappy to Return Least Happy to Return
Ward Mot ivator Hygiene
No * of
Happy
Nurses
No* of 
Unhappy 
Nurses
Mot ivator Hygiene
Total 
Nurses 
on Ward
Male 
Medic a'l 
18
30.5 69.4 12 5 20.0 80.0 35
Male
Surgical
12
38.8 61.1 12 5 7.1 93.0 43
Male
Surgical
7
47.2 52.7 14 6 20.0 80.0 43
Female
Surgical
10
45.8 54.1 10 5 14.2 85.7 51
Female
Medical
3
37.1 62.9 13 11 48.2 51.7 58
Male
Medical
17
41.6 58.3 5 6 13.3 86.6 43
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TABLE 8.25 Percentage Motivator-Hygiene factors for nurses on 6 worst
wards
Most Happy to Return Least Happy to Return
WARD
Motivator Hygiene
No. of 
Happy 
Nurses
No. of 
Unhappy 
Nurses
Motivator Hygiene
Total 
Nur ses 
on Wa rd
Mixed
ENT
6
73.3 26.6 5 21 24.5 75 .4 61
Female
Surgical
13
NOT KNOWN 1 14 18.1 81.8 44
Female
Ortho.
20
50.0 50.0 8 33 48.0 52.0 65
Mixed
Neuro.
14
61.1 38.8 8 14 47.2 52.7 60
Female
Medical
1
25.0 75.0 15 8 36.8 63.2 41
Male
Medical
11
39.0 61.0 14 6 18. 7 81.2 52
Despite the obvious differences in the percentage distributions per ward, 
and the fact that each was happy or unhappy for some nurses, there were 
also differences between the wards in the composition of the motivator and 
hygiene percentages and these are, therefore, further broken down in 
Tables 8.24 and 8.25. These show that the ratios of motivator to hygiene 
factors are in effect of* less value in explaining reactions to wards than 
are the differences within these two main groups of reasons.
This can be seen by the comparison in Fig. 8.5 between the ratios of 
motivator to hygiene factors on the 6 highest and lowest ranked wards.
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Fig. 8.5 Motivator Hygiene ratio for happy nurses on 6 highest and 
unhappy nurses on 6 lowest ranked wards 0
____________ Hygiene____________
18
12
7
10
3
17
Motivator 
 _ --------------
l ZIZ
-s    ■ ... a____—
r " .......— ....... ... i
6
13 
20
14 
1
11
Demotivator
___
m
Dissatisf ier
 ,,.,--
In both instances the high ranking of favourable wards and low ranking or 
unfavourable wards was attributable more to the context of the work than 
aspects of the work itself and this was particularly true of the unfavour­
able wards. For the minority of nurses who found the highly rated wards 
unhappy or the low rated wards happy, the motivator-hygiene ratios were 
markedly different as Fig. 8.6 shows.
18
12
7
10
3
17
Demot ivator Dissati sf ier
m
__ _  I.
i
 ,   ----------
____... «___  U*_- ../
c l ~~r. aMa_
6
13
20
14 
1
11
Motivator Hygiene
'
None
— - v . .    ■     _________________________ . . . —-*
Fig, 8*6 Motivator Hygiene ratio for unhappy nurses on 6 highest and 
happy nurses on 6 lowest ranked wards.
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It can be seen that the factors causing unhappiness to the minority of 
unhappy nurses on the. highest ranked wards were, with the exception of 
one ward, almost entirely hygiene factors, and a similar reversal applied 
to the happy nurses on poorly rated wards (again with one exception). For 
these nurses motivators predominated in inducing a desire to return to 
work there.
Fig. 8.7 shows the composition of the motivator hygiene groups for happy 
and unhappy nurses on the highly rated and poorly rated wards. It can be 
seen that good nursing in the perception of some student nurses served as 
a motivator on 11 of the 12 wards. On one of the remaining highly rated 
wards and 4 of the low wards it was relatively low, however, by comparison 
with the remaining 5 top wards and 1 low ward. Conversely, all but 1 of 
the 6 low wards were rated to have bad nursing and for 2 of these it was a 
most important factor. The only top ward mentioned under this heading was 
the one which yielded only a very low score on good nursing. The pattern 
was similar for "all patients' needs met" and conversely "no one cared 
about the patients". All but 1 of the 12 wards were mentioned under the 
first heading but 4 top wards (2 male and 2 female, 2 medical and 2 
surgical) were mentioned under the second, together with all but one of 
the low ranked wards.
The 4 top wards which were criticised by unhappy nurses because"no one . 
cared about the patients" were also the. wards which scored highly by the 
happy nurses for appreciation and interest by the sister and the same was 
true of the happy nurses on 5 of the low rated wards. Enjoyment of the 
work itself, specialty, type of patient were much higher inducements on 
the 3 top surgical wards than on the 3 top medical wards in which they 
were minimal, but they were most important for the happy nurses on low 
rated wards. Again, the opposite tended to be true in that dislike of 
such aspects were important components of the reasons for unhappiness on 
3 of the low wards, to a lesser extent on the remaining 3, and relatively 
important for the unhappy nurses on the 3 top medical wards and less so on 
the 3 top surgical wards. Responsibility constituted a very low component 
of reasons given although it did occur on 4 of the high wards and 4 of the 
low wards. It featured most significantly on 2 of the lowest ranked wards 
of all and most of this was connected with night duty. Again, amongst the 
top wards,’ it was most, important for the second lowest.
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The second half of the chart, relating to hygiene factors, demonstrated 
the most consistent trends of all, in that all of the top wards scored 
highly on organisation, whilst the lack of organisation was equally 
important in contributing to the low rating of the low wards. However, 
this section also explained much of the antipathy of unhappy nurses on 
the high wards in that they fopnd the discipline too strict or various 
aspects of the sister's method of administration intolerable. Likewise 
under the heading of teaching and supervision, without exception l:he top 
wards were rated highly on good teaching and the low wards were criticised 
with almost equal frequency for lack of teaching or supervision. .Oven so, 
lack of teaching was an important cause of dissatisfaction for the unhappy 
nurses on 5 of the top wards and the inadequacy of provision of trained 
staff was criticised on 4 of these wards.
Under the heading of relationships, it can be seen that happy atmosphere •" 
and good team work were relatively important on all but 2 top wards and 1 
low ward, but again, the opposite was true for some nurses on all but 1
high and 1 low ward. With regard to working conditions, on all but 2
low wards, nurses enjoyed being busy without being intolerably pressurised, 
but on 3 high and 3 low wards the ’perpetual race against the clock’ proved 
too much, and likewise, on 3 high and 3 low wards the "poor facilities
f fmade good nursing impossible.
The combinations of contrasting opinions in respect of the same ward under 
so many of the headings suggest a high degree of subjectivity in the 
replies but this may not be the entire answer. Maybe some nurses did
receive little or no teaching from generally good sisters, or maybe their
needs or expectations were above average. Maybe their experience, coincided 
with a particularly heavy work load peak or severe depletion of trained 
staff cover. The answer might lie equally in the field of personality 
incompatibility between the nurse and either the sister or the type of ward. 
Similar speculation may be applied under most of the headings* Nevertheless, 
there are a minority of important consistent trends in the relationship 
between good organisation, good teaching and good care, and bad organisa­
tion, lack of teaching, and poor care.
Of the highly rated wards, it seems that on balance among the medical wards, 
ward 18 succeeded in achieving the most reasonable combination to maximise 
happy nursesand good nursing and minimise the reverse effects* Ward 1 which
was unpopular,was also unhappy and disorganised to many nurses. On the 
surgical side it is more difficult to decide because, although one might 
deduce.from the high opinion of nursing on ward 7 that sufficient teaching 
did take place, perhaps by example, rather than directly, it could be that 
the "good nursing" was more a reaction of the student nurses to the high 
level of organisation; hut this is conjecture, A similar problem apper­
tains to ward 12 where one must attempt to evaluate the result of a high 
level of teaching and organisation. It seems possible and plausible 
that emphasis on teaching is associated with a higher level of resentment 
of the sister who is likely to be both more aware, and possibly critical of 
failures in this context. Ward 18 sister apparently succeeds in countering 
this with more emphasis on patients and less on.organisation whereas ward 
12 does not and a relatively high level of unhappy nurses ensues. As far 
as can be judged from these tables, ward 18 is on balance mosHi successful. 
Both of these sisters were in the 26-30 age group and the medical sister 
definitely did not want promotion, unlike the medical sister (v/ard l) who 
did. This contrasted with the remaining successful surgical sisters who 
were not sure. Both ward 12 and ward 18 sisters found themselves under 
frequent and difficult pressure but for different reasons. On the medical 
ward shortage of staff was most difficult, whereas on the surgical v/ard 
fluctuation in work load was the greatest problem. The medical sister 
(ward 18) thought her trained staff allocation right and student nurse 
allocation inadequate whereas the surgical sister (v/ard 12) thought the 
reverse was true. In addition, the surgical sister doubted the competence 
of the trained staff0 Sisters of wards 18 and 12 differed from wards l 
and 7, however, in that both thought their overall allocation of staff 
definitely unfair. They were also less satisfied with the results of 
Salmon implementation that the sisters on wards 1 and 7, and the medical 
sister (ward 18), was much more critical than the surgical one (ward 12), 
on this subject.
Ward 7. is male surgical and had the highest score af all for good organ­
isation hut was scarcely mentioned for the pace of work and was named by one 
nurse as unhappy because of not having enough to do. It had only a very 
low rating for happy atmosphere and an equal rating by the unhappy nurses 
for being treated as an outsider, or staff not getting on well. Like v/ard 
1, (highest on happiness hut amongst the lowest overall), it had only a 
low rating for good teaching and was disliked by some for this reason. Of. 
the two, the happy, busy, disorganised v/ard (ward 1) generated a consider­
ably higher proportion of unhappy nurses than the highly organised less
3M
busy ward. Both sisters are in the 31-40 age group and both devote an 
inadequate amount of time to teaching. For the medical sister this is 
1-| hours per week and for the surgical sister, 5 hours. On the question 
of staff, both doubt whether they have a fair share. On the busy ward, 
however, the number of student nurses is considered adequate, on the less 
busy ward the number of trained staff is considered seriously inadequate, 
the pressures of the job more severely'felt, and both sisters doubt the 
competence of their senior staff nurse. The surgical sister regards the 
nursing officer as a senior officer and although for the most part Salmon 
has made little difference, this particular relationship has improved. The 
medical sister regards the nursing officer as an advisor, a situation 
unchanged by Salmon, but in other ways feels that there has been a deter­
ioration, although communications down have improved.
The 2 wards with a high score for teaching are again different in other 
respects. One is male medical (ward 18) and the other male surgical (ward 
12). The medical ward resembles the medical ward referred to above (ward 
1) in that the pace of work features as a reason for unhappiness, and the 
surgical ward (ward 7) for its high level of organisation. Both wards 
generated unhappy nurses who found the sister too strict or difficult in 
some way, the surgical ward more so than the medical. In fact this was 
the only recurring cause of unhappiness on the surgical ward and the 
proportion of unhappy to happy nurses was greater than on the medical ward. 
The medical ward, which came very high in the overall ranking of happy 
wards, generated a combination of reasons for being happy which included a 
happy atmosphere, good nursing, all patients needs met, and good organisa­
tion.
In considering the 6 poorly rated wards, comparisons are difficult because 
all have a different function and some had three times as many nurses as 
others. Both these characteristics appear to have some bearing on the 
nurses' reactions. On none of the happy wards did type of-patient feature 
significantly as a reason for the preference but it was mentioned in all 
of the unhappy wards. For 3 of them it was important though for different 
reasons. On ward 6 and 14, both of which had high student nurse alloca­
tions, the nurses either disliked the specialty or found the: type of . 
patient depressing (especially neurosurgical patients). On ward 16 (not 
included in the 6 high and low wards) the nurses simply objected in
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principle to having to work on the private patient block. Ward 20, one of 
the most unhappy wards, was said to have a hectic pace of activity 
associated with a high level of disorganisation. The patients were 
depressing. There was an equally strong feeling that no one cared enough 
about them. For a few nurses, however, the happy staff relationships 
superceded these disadvantages and it became a happy ward to work on.
Lack of teaching was scarcely mentioned although it seems doubtful 
whether much instruction could be given in such a situation. On ward 6, 
however, the disorganisation, lack of teaching, ostracism by the permanent 
staff etc. all assumed paramount importance over reactions to patients or 
their needs. A possible answer to this lies in the patient data (Chapter 
9) in which it can be seen that the ENT patients (ward 6) are relatively 
less dependent and vastly shorter stay patients than in ward 20 where they 
may be elderly, helpless, and relatively long stay, as a result of which 
nurses are much more likely to be aware of defects in the organisation 
from the patient’s point of view. Likewise on ward .13 it could be that the 
cause of this atypical picture in the general medical and surgical units 
lies in the data from nursing officers on ward organisation which revealed 
that 1M.S is in effect the overflow ward for most of the others with all of 
the accompanying difficulties outlined in Chapter 4.
Amongst the poorly rated wards, wards 13 and 20 were also alike in that a 
major cause of unhappiness was lack of organisation, but complementary 
causes differed. Ward 13 was noted for lack of teaching and an unhappy 
atmosphere (staff did not get on well together) and only 2 nurses had 
found this a happy ward. Ward 20, however, was as noted for the hectic 
pace of work and perpetual race against the clock as it was for being 
disorganised. The fact that the patients were depressing or no one 
appeared to care enough about them were also important. Nevertheless, 8 
of the 65 nurses who had worked there (the highest number of all the wards) 
found it their happiest ward, partly because the staff/got on well together 
and partly because they had enjoyed having responsibility on night duty.
Ward 6 (also with a high student nurse allocation - 61) had almost as 
many unhappy nurses as ward 20 and less happy ones. Unlike all other 
wards,, the principal cause of unhappiness was being treated as an outsider 
by the permanent staff. Lack of teaching and lack of organisation were 
only slightly less important. Dislike of the specialty was also mentioned 
more here than anywhere else though it was relatively unimportant. For
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the 5 who were happy here it was difficult to believe that they were in 
fact referring to the same ward. Their main reason was that the staff 
got on well together, followed by liking the specialty, the interest 
shown by the sister, and the good patient care. This ward evoked strong 
feelings of being treated as an outsider and was the only one in this 
group of wards to have two sisters, one in the under 30 group and one in 
the under 25 group. These two were not sure about wanting promotion, 
whilst the neurosurgery sister (ward 14) definitely did not. The remainder 
would accept promotion. All but ward 20 sister experienced varying degrees 
of pressure. This was due to lack of staff on ward 13 (surgery) and 
fluctuation in work load on the remainder. Wards 20 and 14 thought their 
numbers of trained staff inadequate and wards 13 and 20 were not satisfied 
that they were competent. Ward 13 sister was the only one who thought she 
got a fair share of the available staff. Wards 20 and 6 (high allocations) 
and 15 (low allocation) all thought their student nurse allocation 
inadequate and two of these were wards where the lack of teaching was a 
major complaint.
With the exception of ward 6 all of these sisters had found more improve­
ments than others in the operation of the Salmon system and appeared to 
have better than average communications with their nursing superiors, 
which raises the query whether the effectiveness of Salmon may be related 
to the willingness of wards to allow it to help, thusamore happily running 
wards are less dependent on nursing administration, whereas for the most 
difficult ones it may provide needed support.
8.14 Reasons for considering leaving
The final part of the student nurses questionnaire asked whether the 
nurses had ever felt like leaving-and if so, what had made them feel like 
this and what had induced them to stay. Unlike the preceding replies so 
far discussed in this chapter, the question of leaving or staying has 
already been the subject of several studies, one at least of which 
included student nurses at the Radcliffe Infirmary.
In her studies of student nurse wastage, McGuire (1961) pointed out the 
problems facing the newly admitted student nurse who initially sees her­
self primarily as a student. She is, however, recruited to an employment 
situation in which her training needs are inevitably subordinated to the
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service needs of the hospital. It was suggested that those who succeed in 
adopting to the reality go on to complete their training, and those who 
fail to do so, leave. In McGuire’s study, most of the withdrawals took 
place during the first year. By the second year a high proportion of 
interviewees saw themselves primarily as ’.nurse* rather than student. Not 
surprisingly then, a high proportion of student nurses in this study had 
felt like leaving at some stage of their training. 167 (77%) answered 
"yes" to this question (Table 8.26). The reason for asking it was to 
discover whether the reasons given reflected the difficulties they 
experienced on unhappy wards. Reasons volunteered by 51 student nurses 
who actually did discontinue training during the year preceeding the study 
were also analysed (Table 8.27) and comparisons can be drawn between the 
two tables of stayers and leavers at the UOH, and the reasons for leaving 
emerging from other studies, in addition to the primary comparisons of
reasons for unhappy wards and reasons for feeling like leaving in this 
study.
TABLE 8.26 Reasons for feeling like leaving nursing given by stayers
Motivator/
Hygiene
Grouping
Reasons for feeling like leaving(stayers)
No.
of
Nurses
Per­
cent
1 Achievement Inadequate patient care 5 3.0
2 Recognition Lack of encouragement or gratitude by 
seniors 25 15. 0
3 Work itself
t! II
Dislike of a particular ward 
Boredom
13
2  ^ 9.0
5 Advancement Dissatisfaction with student status 12 7.2
6 Policy & 
Admin.
Exasperation with bad administration/ 
organisation 21 12.6
7 Supervision Lack of teaching/supervision/organisation 
of study blocks 13 7.8
8 Salary Insufficient pay (male nurse) 1 0.6
9 Relationship Depression, low morale, due to bad staff 
relationships 10 6.0
10 Wor Icing 
Condition s Off duty problems . . 17
Night duty problems 13 v29.3
Overwork, exhaustion, shortage of staff 19 )
Other Pe r sona1/he a1th 12 )
Doubts about suitability 2 I 9,6
Chance of other work 2 )
TOTAL 167 100,0
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It can be seen that of all the reasons given, by far the greatest 
proportion, amounting to almost a third of the total, came under the 
heading of working conditions. Lack of recognition of their contribution 
was second and criticism of policy and administration was third in 
importance, followed by dissatisfaction with the work itself and inadequacy 
of teaching or supervision. A comparison of the ranking order of . 
importance of these headings for reactions to individual wards, and feeling 
like leaving showed a marked difference
Unhappy Ward Feeling Like Leaving
Ranking Order Percent Ranking Order Percent
M x
A
Achie vemerit - - 8 3.0U
t 2 
i
v 3
Recognition - - 2 15.0
Work itself 3 17.6 4 9.0
a 4 t 4 Re sponsibility - - - -
° 5 r Advancement - - ■ 6 7.2
H 6 Policy & Admin. 1 23.1 3 12.6
y  7
e
Supervision
Teaching 2 22.0 5 7.8
i 8 Salary - 9 0.6
e ^ Relationships 4 13.8 7 6.0
n 10 WorkingConditions 5 12. 7 1 '29.3
e Personal, etc. - - - 9.58
Thus, in the great majority of cases, the student nurses were demoralised
almost to the point of withdrawal , not so much by dissatisfac tion with
nursing itself, or the acknowledged inadequacy of supervision and teaching, 
as by their working conditions and the attitudes and (to the students) 
apparent inefficiency of their superiors. Reasons given for feeling like 
leaving, however, bear little resemblance to those of the students who 
actually did withdraw from training during the year preceding the survey. 
Factors which caused students to consider abandoning training were 
almost wholly concerned with reactions against the administration, the 
hierarchial organisation and relationships within it, and the effects of 
the pace of work. Yet for the most part, these difficulties are conspic­
uously absent from the reasons offered by the actual leavers. Over a 
third of the latter gave reasons directly connected with nursing itself 
and the next> occurring with equal frequency) were marriage or pregnancy, 
health, and a variety of personal reasons. Two more important sources of
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wastage from the UOH Training School were transfer to other branches of 
nursing, medicine or para-medical professions, and what may seem a 
surprisingly high percentage of the total (i.e. nearly 10%) found to be 
educationally unsuitable.
TABLE 8.27 Reasons for leaving nursing
Motivation
Hygiene
Grouping
Reasons for leaving (Leavers)
No.
of 
Nur se s
Per­
cent
3 Work itself Not happy in nursing 1 )
)
)Unsuited to nursing 3
Not interested in nursing 3 ^29.4
)Disliked nursing 7
Distressed by nursing very ill 
patients 1
)
)
8 Salary Financial reasons 1 2.0
Other Transferred to SEN school 1 )
11 ” other nurse training
school 1
)
)
^11.8
)
" ,! orthopaedic nurse 
training school 1
" " other " (medical, 
para-medical) 3
)
)
Educationally unsuitable 5 9.8
Health 8 15.7
Marriage
Pregnancy
5
3
'15.7
Family illness 1 )
Personal 3 ))
Disliked city 1 )15.7
Unsettled 2 ))
No reason 1 )
TOTAL 51 100
The difficulties of the stayers resembled the comments of student nurses 
in the study by Hutty (1965) in which student nurses were found to be 
resentful of the attitudes of senior staff. Arbitrary authoritarianism 
was seen as the greatest difficulty of all for the students, and their
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ability to adjust to the ward sister was a major factor in determining 
their successful adaptation to their situation. This study also found 
that the highest loss was related to the smallest intake, which adds 
support to McGuire’s observations on the importance of the "set” to the 
individual student as a reference group. In addition, another survey by 
Sirvastava (1959) observed a connection between low Wastage of students 
and good senior staff attitudes. Revan’s theory of sickness absence as 
an indicator of morale, together with the recurrence of health reasons as 
a cause of withdrawal further strengthen the speculation that the 
difficulties of the stayers may be a stronger influence on wastage than 
the reasons of leavers in other studies suggests (Revans,19&4)*
The UOH leavers, however, differed from the leavers referred to in other 
studies (Scott Wright, 1968; General Nursing Council, 1966; Cross and Hall, 
1954). In none of these did reasons connected with nursing per se feature 
importantly, whereas for the UOH this was the most frequently given^ reason. 
Other studies highlighted marriage, personal reasons, health, examination 
failure, before nursing, and the percentages of leavers in each category 
were all considerably less than the almost 30% of UOH leavers under the 
headings relating to nursing. In a discussion with the principal tutor at 
the UOH it was stated that the higher proportion of leavers offering 
nursing reasons may be due to a determined effort to penetrate the real 
cause of withdrawal during the last year, prior to which reasons given may 
well have resembled those of other studies. This again is of interest in 
the light of recommendations in a recent joint IOR and Scottish Home and 
Health Department report 09&3) i-n which it was suggested that reasons for 
withdrawal recorded by most training schools were not sufficiently 
penetrating or accurate to be of real value for purposes of manpower 
planning. Another explanation of* the UOH leavers’ analysis was the 
necessity to persuade students to transfer or leave if they failed to meet 
the demands of the fast pace of activity in the Radcliffe Infirmary. This 
was a real problem which could not be solved at the selection stage and 
was particularly unfortunate for the students themselves. The Principal 
Tutor pointed out that many such students would almost certainly fit 
happily into a less hectic hospital setting but few would be willing to 
accept what would be to them a loss of status,and were therefore more 
likely to withdraw altogether, rather than transfer. Even so, the UOH 
wastage rate of 18% is no worse than the national average for provincial
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teaching hospitals over recent years, and the standard of entry remains 
high despite a slight fall and altered distribution since McGuire’s study
of 1964 as Tables 8.28 and 8.29 show.
TABLE 8.28 Entrance qualifications of students at UOH for years
1964 and 1970
YEAR
PERCENTAGE
6+ ’O ’ Levels 1-5 'O’ Levels NoQualification Foreign & C.S.E.
1964 52.0 41.0 7.0 _
1970 46.0 38.0 6.6 9.2
TABLE 8.29 Entrance qualifications of students to provincial teaching
hospitals and UOH for years 19^4 and 1970
GROUP YEAR
PERCENTAGE
6+ ‘O ’
Levels
1-5 'O’
Levels
No Qualif­
ication
Foreign & 
C.S.E.
Provincial 
Teaching Hospital 1964 54.0 35.0 11.0 Not given
UOH 1970 64.0 20.5 6.6 9.2
McGuire found no association between entrance levels and wastage in 1964 
but the entrance levels of the leavers in the .year ending June 1970 were 
generally lower than those of the nurses in the survey as Table 8.30 
indicates.
TABLE 8.30 Entrance qualifications of leavers in the year ending
June 1970
PERCENTAGE
5+ ’O ’ 
Levels
1-4 
'O’ Levels
No
'O’ Levels Other
53.1 25.5 10.6 10.6
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The 1964 study did, however, highlight the difficulty of UOH students in 
coping with the pace of work. No less than 96% of the students found it 
unsatisfactory and were, in addition, less satisfied with their training, 
supervision, level of responsibility and patient contact than students at 
other training schools in the study. As the latter were all non teaching 
hospitals and the students on the whole of lower entrance qualifications, 
their expectations might well have been different. However, the almost 
universal reaction of the UOH students against the effects of the fast 
turnover suggests that this is a more likely explanation of their dis­
satisfaction, and this is further borne out in the reactions of the 
students in this study, together with the evidence of previous chapters.
The disparate trend in the 1964 study of third year wastage at the UOH has 
not been sustained and is regarded by the training school as an isolated 
instance for idiich there is a specific explanation. More recent figures 
show that over half of the wastage is in the first year and less than 10% 
in the third.
The allocations of leavers in the six months prior to withdrawal were 
examined for evidence of any association between particular wards or 
departments and the decision to leave. No firm conclusions could be drawn 
wi thout more detailed analysis of the records and as this would constitute 
an independent study, it could not be pursued at this stage. However, the 
superficial inspection suggested that the number of allocations to the 
Churchill Hospital may have been disproportionately high, and within the 
Radcliffe Infirmary the allocations to specialty and accident wards was 
higher than to medicine and surgery. Individual wards in the Radcliffe 
Infirmary with higher than average allocations amongst the leavers 
included wards 12 and 17 (two noticeably strict wards) and the 2 paediatric 
wards, which paradoxically were the two which had proved atypical in the 
specialty unit, being noticeably more happy than the remainder. Wards 2 
and 13 (two high turnover wards, and the gynaecology and radiotherapy wards 
at the Churchill Hospital also came into this category. The paediatric 
wards, ward 12, and the radiotherapy ward also showed several allocations 
of nurses who left after their first ward experience, unlike the remaining 
wards, all of which accounted for only one leaver, or none at all. In only 
two instances of leaving after the first ward allocation were general 
medical wards involved. One of these (ward 21) included the coronary care
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unit, and the second (ward 18) concerned a nurse with an above average 
report who had to return home because of serious family illness but hoped 
to recommence training later.
Over a quarter of the leavers who had withdrawn from training and not 
transferred to other nursing or health professions were said in their 
final report to have been good or very good nurses. Only 4 of these left 
because of marriage or pregnancy and the remainder were said to be too 
theoretical, not good enough on theory, or too non conformist. Of the 
second group, one nurse had 1 ’A' level and 3 ’O' levels, and a second
8 'O’ levels, and one had an orthopaedic nursing certificate. Two of 
these had been advised to apply for SEN training.
8.15 Summary and discussion
This analysis represents an 85% response rate to a questionnaire from a 
population primarily of students but including pupil-nurses. By comparison 
with findings of other student nurse studies, the present sample is fairly 
representative of student nurse populations generally, from the point of 
view of age, domicile, previous experience, etc. and marginally above 
average on school leaving certificates. Examination of respondents and 
non respondents in respect of these variables showed that the two groups 
were similar. Combination and range of ward experience of the respondents 
varied widely as did the sample size for each ward. In general, this 
reflects differences in the size of ward establishments. Response levels 
varied for the three main sets of questions on happiness, care, and 
discipline. To some extent this could be accounted for by differences in 
question wording but probably a more important source was the relative 
difficulty of answering the differing questions. There were very highly 
significant correlations between the ranking -of wards on poor care, slack 
discipline and unhappiness, and less highly significant correlations 
between good care, strict discipline and happiness to return to the ward. 
As with the senior nursing staff, the wards appeared to group themselves 
under three main headings of a minority of highly rated wards, a minority of 
poorly rated wards, and a nondescript central group rarely mentioned under 
any heading. Two of the highest ranked wards by senior nursing staff 
were also the student nursesbest wards but the students also rated a few 
other wards almost as highly. At the reverse end of the ranking, one ward 
appeared in both groups of staff but again, in the students’ estimation, 
several other wards were rated similarly.
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The ranking of actual preferences recorded by students for differing 
specialities, sex, etc., did not correspond with their ranking under these 
headings for preferences in general. However, general medical and surgical 
wards were more popular in both theory and practise than other types and, 
in accordance with the correlations, were amongst the best ranked wards^ 
whilst with one exception, the lower end of the scale included various 
specialties. The regression analysis-suggested that the association 
between the three principle variables produced a J-shaped curve consisting 
of a rise in the ranking on care, in association with a corresponding rise 
in happiness to return there and strict discipline, up to a certain point, 
beyond which stricter discipline was associated with less happiness to 
return.
The analysis also showed that almost all wards could prove to be most or 
least happy for some nurses. Reasons given for selecting a ward under 
either of these headings indicated that there was a minority of consistent, 
and thus important, trends associated specifically with highly rated wards 
and a similar pattern of reverse opinion on the low rated wards. In 
addition, there was a wider range of reasons which appeared in respect of 
both high and low rated wards. In terms of Hertzberg's Motivation Hygiene 
theory, hygiene factors were considerably more important in terms of 
frequency and ranking than were the motivators, and this was even more 
marked in reasons given for being unhappy on wards. The highly rated 
wards overall were stated to be happy wards because the teaching was good, 
and they were well organised. The reverse was true of the low rated wards. 
At the same time, the top wards were mostly male medical and surgical and 
the lowest rated wards were various specialties and either female or mixed 
wards.
The minority of unhappy nurses on the highly rated wards in general found 
the sister’s attitude in various ways unacceptable and thus were associated 
with complaints of insufficient teaching, and also the hsotic pace of work.
For the minority of happy nurses on poorly rated wards the reasons were 
totally different. Most importantly, they like the specialty, enjoyed the 
responsibility and thought the patients were well cared for and the 
atmosphere happy. All of the highly rated wards had average allocations 
of student nurses whereas the poorly rated wards overall, and specifically 
the least happy, included all the wards with exceptionally high or low 
student nurse numbers.
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‘Approximately three-quarters of the nurses had felt like leaving at some 
stage and working conditions were by far the most important reason given 
for this, followed by lack of appreciation and poor administration from 
the senior staff. Dislike of nursing and inadequacy of teaching were ,
lower still in importance. The main reason for staying, despite these 
disadvantages, was personal determination not to be beaten and to get the 
qualification they were aiming for, although many of the nurses did not 
offer a reason.
The situation differed with regard to nurses who had actually withdrawn 
during the period immediately preceding the survey. Almost a third gave 
reasons directly related to dissatisfaction with the work itself, and 
nearly half were divided equally between health reasons, marriage or 
pregnancy, and miscellaneous personal reasons. The remainder were almost 
equally divided between transferring to a different training or training 
school and being educationally unsuitable. In these respects the leavers 
not only differed from the stayers, but also from the leavers described in 
other studies. The UOH leavers were the only ones from whom reasons 
connected directly with nursing featured importantly. Examination of 
allocations prior to withdrawal suggested that certain non preferred 
specialties, or alternatively, excessively strict wards (on the ranking 
of this survey) may have been a factor. Equally, the hectic pace of work 
and inadequate teaching referred to in the earlier part of the 
questionnaire, constituted a Gcnfirmation of the same finding to emerge 
from a study of UOH students six years previously, in which they differed 
in this respect from the students of several other training schools in the 
same study. This must therefore be considered seriously in relation to 
the atypical preponderance of UOH leavers disenchanted with nursing at the 
time of this survey.
The main conclusions to be drawn from this student nurse survey are that 
nursing performance does vary between wards in the opinion of the students 
and that their ranking of these differences follows the same direction as 
that of the senior nursing staff. The reasons for the differences, how­
ever, are more difficult to specify with accuracy from this data. As 
already seen in chapter 5 and 6 age and experience of sisters was believed 
by their senior medical and nursing colleagues to influence their 
competence as ward/departmental managers but the nature and pressure of 
the work load were also important. Chapter 7 provided substance for these
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anxieties and allegations and the overall picture which emerged, substan­
tially reflected the theoretical expectations arising from chapter 1, 
namely that the Radcliffe nursing service suffered from many of the 
potential difficulties associated with semi professionals in a complex 
organisation and specifically one dominated by professionals. The student 
nurses analysis shows that, in general, motivators are relatively poorly 
developed so that the standard of nursing is likely to be adversely 
effected. By contrast, hygiene factors predominate. Failures in 
organisation and teaching at ward level and policy and administration 
above are major dissatisfiers to the students. Associated with this is 
the importance of preferences for different types of nursing amongst the 
students and the fact that, despite the low preference for most specialties 
by comparison with general medicine and surgery, the students must work 
there, both because they provide the basic nursing service to these areas 
and because they constitute a mandatory training requirement of the General 
Nursing Council.
Theoretically, then, certain types of ward, regardless of the sister’s 
ability or otherwise, by their very nature constitute an important motivat­
ing influence on the students, and others the reverse. Against, this must 
be considered the severity of the work load pressure which is alleged to be 
at its worst in general medical and accident wards. This may have the 
effect of reducing the popularity and hence the standard of patient care in 
the medical compared with surgical wards, and to exacerbate the unpopular­
ity and further reduce the performance in the accident wards. An 
additional factor which is likely to have increasing importance for all 
wards is the rising ratio of elderly and aged patients. Geriatrics were 
amongst the lowest ranked in the students preference. There seems little 
hope of improving this situation .(and accordingly their commitment to this 
type of care) until adequate geriatric facilities and medical care are 
provided. Many of the patients in these wards qualify for such provision, 
without which, good nursing care is impossible and attempts to achieve it, 
futile and demoralising. Sex of patients is another factor, in which it 
seems that there is not so much a positive objection to female or mixed 
wards as a definite preference for male wards. The ranking of wards in 
this analysis suggests that these factors do operate in the manner already 
suggested and that the success or failure of any one ward is dependant 
upon a very fine balance between these variables, without which marked
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■distortions can and clearly do occur. For example, ward 17, despite good 
organisation and teaching and good nursing, was too authoritarian for many 
nurses. The same was true to a lesser extent of ward 12, whereas ward 1, 
despite excessive pressure, lack of organisation and teaching, and widely 
divergent opinions on care, was, nevertheless, a happy place to some nurses 
because of the sister’s relationships with staff and patients.
The analysis also provides pointers for both senior nursing and medical 
staff, on the steps which may be necessary not merely to retain an over 
strained and under supervised student population, but to improve the 
standard of their performance which has been the cause of such frequent 
expressions of anxiety and incomprehension throughout this study. The 
inability to back up this analysis by direct observations of student 
nurses activities, though disappointing, was to some extent compensated by 
the facility provided for a ward by ward comparison of patient satisfaction. 
This provided an opportunity to examine the extent to which patient 
satisfaction varied between wards, and if it did, to what extent it 
followed the direction of the staff survey. This analysis is the subject 
of the next chapter.
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EXPLANATORY NOTE TO CHAPTER 9
The content of this chapter differs from 
the preceeding ones in that the patient 
satisfaction survey was designed and carried 
out by the Operational Research Unit of the 
Oxford Regional Hospital Board. The author 
of this thesis was involved in the design, 
execution and analysis of the study. With 
the exception of the initial basic tables, 
the material of this chapter represents a 
further analysis carried out specifically as 
part of this thesis, independently of the 
survey carried out by the unit.
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THE PATIENTS OPINIONS CHAPTER 9
During the period following the Staff Survey a Patient Satisfaction Survey 
was undertaken with two main objectives in mind. The House Governor of 
the Radcliffe Infirmary expressed a need for specific information on 
patients1 satisfaction with care and treatment, to improve on the exis­
ting situation whereby the only feed-back available was in the form of 
letters of thanks or complaint following discharge. A survey of this 
nature would also, to a limited extent, provide some index of the patients' 
evaluation of their hospitalisation and thus provide an alternative for 
inclusion in this study to the original plan of patient observations.
The survey was organised by the statistics department of the ORHB and 
an initial report submitted to the House Governor, following which the data 
were re-analysed as part of this study.
9.1 THE SURVEY
A patient Satisfaction Survey in ten acute hospitals had been published 
by the King Edward VII Fund (Raphael 1969), shortly before this study 
was commenced. By carrying out a survey along similar lines comparisons 
may be drawn between the two. Accordingly an adaptation of the ques­
tionnaire used for the King's Fund Survey was used for this study. A 
copy is included as Appendix 5. It considers a battery of 29 dichotomous 
questions, 3 multiple choice questions and 3 open ended commentary ques­
tions. The questionnaire was mailed within 4 days of discharge to all 
in patients leaving the Radcliffe Infirmary between 8 June and 8 November 
1970. A covering letter and stamped addressed* envelope accompanied 
the questionnaire. Non replies were followed up with two further 
reminder letters both of which provided a further copy of the question­
naire and a stamped addressed envelope. Various refinements, such as 
stratifying the sample according to size of ward and extending the period 
by random sampling, were considered but rejected on the grounds that 
the simpler method of consecutive discharges gave the best balance of 
practicability and validity.
9.2 RESPONSE RATE
A total of 4793 questionnaires was sent and 4067 (85%) were returned 
suitable for analysis. Details of the sample size and response rate by 
wards is given in Table 9.1. Since much of the analysis is given in the 
form of percentages a- graph of the Standard error of the percentage is given 
in Fig. 9.1. from which the sampling error for different sample sizes can 
be readily obtained. This simplifies the presentation of the tables.
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Fig, 9.1 Standard Error of percentage for given sample sizes (n)
n — 50
Tab1e 9-1 Patient Questionnaire. Number of questionnaires sent to patients 
discharged from the Radcliffe. Infirmary and Eye Hospital between 
8th June and 8th November 1970 and number returned and not returned
by ward
Ward
Nurabe^ :
Invalid
Valid Total % Valid
Patient too 
ill or died
Other
•Reasons
Form not 
returned
1 19 4 28 191 242 79
2 5 13 10 267 . 295 91
3 15 6 18 157 196 80
4/5 12 33 53 376 474 79
6a 2 - 13 227 242 94
6b - 3 11 180 194 93
7 5 . 12 3 187 207 90
10 2 5 10 126 143 88
11 11 9 19 216 255 85
12 14 6 23 300 343 87
13 8 4 16 231 259 89
14 27 4 14 127 172 74
15 . 7 2 4 37 50 74
16 . 4 9 8 127. 148 86
17 8 12 15 166 201 83
18 16 10 22 199 247 81
19 3 3 18 242 266 91
20 22 16 29 243 310 78
21 10 14 19 196 239 82
E 9 15 14 272 310 88
All 199 180 347 4067 4793 85
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Only 5 wards fell below 80% response rate and with the exception of one 
female ward, these were accident, neurology and intensive care patients 
of both sexes. In no instance was the standard error greater than 3.6% 
and in several instances it was under 3%. Rearranging the data, as in 
Table 9.2, revealed a definite association between response and specialty. 
In contrast, sex, age and length of stay showed no such connection. It 
is of interest that specialties showed such a distinctive grouping. The 
surgical wards are all above the mean whereas the medical and accident 
wards are below it. Apart from the private wards and the eye hospital, 
which are above the mean there is a polarization of specialty wards 
into what may be regarded as the least seriously ill, yielding the best 
response of all, and the most seriously ill, the poorest.
A high proportion of the invalid replies under the heading "other” 
were due to short stays because of which patients said they had been 
unable to form an opinion on most questions. A small number returned 
blank forms and, in a few instances, the replies were confused and 
unintelligible.
TABLE 9.2 Wards grouped according to response rate above or below the 
average of 85%
Over 85% Response 85% Or Less
V\fard % NUMBER Ward % NUMBERValid Too 111 Other Valid Too 111 OtherResponse Or Died Response Or Died
6a Female ENT 94 2 13 Male Med. 85 11 19
6b Male ENT 93 0 11 Male Med. 83 8 15
2 Male Surg. 91 5 10 Female Med. 82 10 19
19 Female " 91 3 . 18 Male Med. 81 16 23
7 Male 90 5 3 Female Med. 80 15 22
13 Female " 89 8 16 Female Med. 79 19 28
10 Female " 88 2 15 Male Acc. 79 12 53
Male & Female 
Eye 88 9 14 Female " 78 22 29
12 Male Surg. 87 14 23 Male & 
Female Neuro. 74 27 14
16 Male & 86 A 8 Male & 74 AFemale Private Female I.C. ( L\
3.60
Coupled with the relatively low response from the Medical, Accident and 
Neurosurgery wards, there is a steadily increasing proportion of patients 
who were stated by relatives to have died since discharge or to have been 
too ill to complete the questionnaire. In fact, 199 patients discharged 
during the five month period were in this category. The real figure may 
have been higher as this includes only those patients whose relatives 
returned the questionnaire and offered this explanation. It is not 
possible to assert that this is a reflection of the speed of turnover but 
several medical sisters, in conversations regarding the pressure of work, 
expressed concern on this point. The view was that there was no real 
nursing satisfaction in situations in which many patients were discharged 
still very ill and frequently readmitted within days or weeks. In 
addition, a number of consultants had expressed the view (Chapter 6) 
that the length of stay was dangerously low for some patients and some of 
these figures would seem to support this view'.
9.3 LENGTH OF STAY AND AGE OF PATIENTS
As already stated in Chapter 2 the average length of stay of Radcliffe 
Infirmary patients is below the national average for acute hospitals.
The survey patients were analysed by ward, the average age and length 
of stay for the whole hospital, and variations by sex and specialty.
TABLE' 9.3 ' Average age and average length of stay by area
AREA AVERAGE AGE 
(years)
AVERAGE LENGTH OF STAY 
(days)
Eye Hospital 61.0 10.8
Male Medical 53.8 10.0
Female Medical 53.8 9. 3
Male & Female Neuro. 46.8 9.0
Male Surgery 51.3 7.9
Female Surgery 48.5 8.1
Male Accident 36. 9 5.5
Female Accident 52.4 6.7
Male & Female Private 57.0 6.6
Male & Female IC 45.6 5.8
Male & Female ENT 43.9 3.9
Whole Hospital 50.2 7.8
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Overall it can be seen that there is a broad association between age, 
length of stay and specialty, but these figures conceal differences in 
age and length of stay distributions within wards and are, therefore, 
presented in greater detail in Table 9.4.
TABLE 9.4 Survey Population by Age, Ward, Sex and Specialty
Ward Sex % in stated age groups Total Average
Standard 
Deviation 
of age(yrs)<25 25- 45- 65 + (= 100%) Age (Year s)
Medical
01 F 8.9 23.5 36.2 . 31.4 191 53.2 18.80
03 F 9.5 23.7 33.1 33.7 157 55.5 18.73
21 M 12.2 27.0 29.7 32.1 196 52.3 19.96
18 M 6.5 32.6 34.8 26.1 199 52.8 16.78
11 M 6.9 37.8 31.2 24.1 216 54.6 16.58
17 M 7.2 25.3 38.6 28.9 166 53.7 17.24
Surgical
13 F 13.0 33.7 31.2 22.1 231 49.3 18.81
19 F 14.5 27.6 37.7 20.2 242 47.4 19.27
10 F 11.1 39.6 31.8 17.5 126 48.8 17.55
' 2 M 10.5 31.0 32.7 25.8 267 51.9 17.47
12 M 12.5 19.3 36.2 32.0 300 52.5 19.54
! 7 M 11.2 29.9 39.7 19.2 187 49.5 17.17
Specialties
ENT' F 16.3 33.4 37.5 12.8 227 44.1 17.31
. ENT M 21.7 33.3 34.4 11.1 180 43.7 17.65
NEURO M&F 7.9 45.6 35.5 11.0 127 46.8 • 15.26
ITU M&F 16.2 40.5 27.1 16.2 37 45.6 18.79
PRIVATE M&F 6.3 32.2 30.8 30.7 127 57.0 16.40
Accident
20 F 16.5 20.1 31.7 31.7 243 52.4 21.89
4 &5 M 35.4 26.5 29.6 8.5 376 36.9 17.38
WHOLE
HOSPITAL M&F 13.6 27.8 33.7 24.9 4067 50.2 19.41
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Almost one quarter of the replies were from patients in the 6 5 +  age bracket 
although the average age for all wards was just over 50 years. Generally 
the medical and eye unit patients were older than the average and female 
medical patients older than male. Within this, however, exceptions occurred. 
The eye unit had the most aged population of all with fewest under 25 years 
and over half 6 5 +  years. The private block was similar but with only one 
third of the patients in the over 6 5  age group. Most surgical wards had 
lower average ages than medical wards. Two male surgical wards were com­
parable with the medical average but one of these had an excessively high 
proportion of 6 5 +  patients. Accident wards were at opposite ends of the 
whole range, the male ward being the youngest population of all and the 
female ward resembling the medical unit apart from a preponderance in the 
under 25 age group.
T A B L E  9 . 5  Survey population by Length o f  Stay, Ward, Sex and Specialty
1 Unit Ward Sex
% staying stated no of days Total
( = 
10056)
Average 
Length 
of Stay
Standard 
Deviatior 
of LOS3 3- 7- 14+
Medical 01 F 17.8 25.7 35.0 2 1.5 191 9.6 7.59
03 F 16.8 25.9 28.6 28.7 157 9.9 7.61
21 F 19.9 29.7 32.6 17.8 196 8.6 6.93
18 M 19.9 28.4 30.6 21.1 199 9.2 7.15
11 M 19.9 24.2 29.1 26.8 216 9.5 7.33
17
Whole
'Unit
M 21 .1 
19.2
19.9
25.63
27.1
13.83
31.9
23.63
166 10.7
9.6
8.21
Surgical 13 F 31 .2 26.0 24.7 18.6 231 7.6 7.04
19 F 15.3 33.1 28.9 22.7 242 9.7 7.58
10 F .29. h 26.6 27.7 14.3 126 7.2 7.61
2 M 24.0 36.1 23.4 16.5 267 7.6 6.88
12 M 23.7 32.6 28.0 15.7 300 7.8 6.34
7
Whole
Unit
M 4.0.6
27.3
32.8 
31.2
12.2
24.0
14.4
17.0
187 6.3
7.7
7.10
Special­ ENT F 37.8 54.6 4.6 2.8 227 3.8 3.36
ties ENT M 35.7 57.5 4.6 2.2 180 3.8 3.50
NEURO M&F 9.4 34.0 40.9 15.7 127 9.0 5-58
ITU M&F 45.9 13.6 27.0 13.5 37 5.8 6.15 i
PRIVAH M&F 28.3 37.1 23.6 11 .0 127 6.6 5.15
Accident 20 F 47.3 19.9 13.9 18.9 243 6.7 7.66
hi M 51.6 24.1 14.6 9.8 376 5.5 6.71
Eye Hosp. M&F 9.5 21.1 44.8 24.6 273 10.8 6.42 .
All M&F 27.31 30.1 25.0 16.21 406" 7.8;
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In addition to having the most aged population, the Eye Hospital had the
longest length of stay, (Table 9.5) closely followed by the medical wards.
The spread of the distribution differed however in that nearly a fifth of 
the medical patients stayed less than 3 days, by comparison with only one 
tenth of the eye hospital patients. Most medical patients stayed less 
than a week or more than two weeks, whilst most eye patients fell between 
tli ese two groups. Nearly half stayed between one and two weeks. Neuro­
surgical patients, despite having a shorter average stay than medical 
patients, resembled the eye hospital with relatively few very short or 
long stays and correspondingly high proportions of approximately one week.
Over a quarter of surgical patients stayed less than 3 days and almost a
quarter stayed between one and two weeks. The highest proportion however 
(nearly a third) stayed just under a week. The private unit was similar. 
Scarcely any ENT patients stayed longer than a week but over half were in 
the 3 to 7 day group, unlike the Accident wards, where over half stayed 
under 3 days. Twice as many female as male accident patients stayed over 
two weeks. In all, well over half of the patients stayed less than a W'eek 
and another quarter less than two.
9.4 THE QUESTIONNAIRE
The pre-coded dichotomous and multiple choice questions covered the fol­
lowing aspects of hospital life 
The ward and facilities
Sanitary accommodation and facilities 
Meals
Activities in the ward
Opinions on care and communications.
Additional provision was made for general comment on likes, dislikes and 
siggestions. The two sets of data, namely the pre-coded questions and the 
open ended questions, are referred to respectively as structured and 
unstructured replies. These replies . were analysed by ward and tested for 
significant differences by ward, sex and age.
Table 9.6a summarises the percentage of favourable replies to the 
dichotomous questions. This method of presentation permits comparisons 
between wards with differing sample sizes. For all but 4 of questions 
(1-28 and 32) an affirmative reply indicated satisfaction. The exceptions 
were (26-28 amd 32) in which a negative response was in the majority.
Table 9.6b gives the results of the multiple choice questions (29-31).
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T a b le 1?.6a P a tie n t Q uestionna ire . Percentage d is tr ib u t io n  o f p o s it iv e  
responses to  questions 1 to  25 and 28 and negative responses 
to  questions 26, 27 and 32 by ward
Ques. .... Ward Number
Ho. 1 2 3 4 6a 6b 7 10 11 12 13 14 15 16 17 18 19 20 21 A ll m
1 9Q 95 92 85 91 90 88 90 95 88 87 97 94 92 94 83 90 88 92 93
2 93 97 . 89 09 93 97 97 93 94 98 94 87 89 90 98 97 97 82 96 93 99
3 90 92 82 83 81 86 89 79 88 91 81 76 84 86 90 94 85 79 89 86 97
4 83 94 92 91 89 93 91 89 92 95 87 93 92 88 97 91 91 89 92 91 95
5 92 98 94 94 90 93 94 95 94 97 92 91 95 93 96 97 98 92 91 94 97
6 89 93 92 92 89 93 91 87 96 93 88 93 86 92 94 92 89 85 90 91 97
7 72 82 79 81 71 76 83 77' 78 73 71 79 78 95 91 86 77 78 76 79 86
8 83 85 83 81 65 78 85 87 86 84 83 80 79 79 89 89 78 80 79 82 97
• 9 82 •89 87 86 42 52 89 86 87 86 88 81 81 78 88 88 83 80 76 81 94
10 76 82 81 76 61 75 81 82 84 80 79 76 74 75 83 87 71 70 74 77 96
11 94 97 89 87 99 99 90 72 89 97 88 88 92 98 73 94 89 88 92 91 96
12 69 83 72 62 64 72 80 65 78 85 65 72 72 90 74 81 66 71 68 73 76
13 85 93 82 83 87 94 94 86 90 94 89 85 89 91 90 90 91 79 85 88 90
14 74 78 71 67 79 87 63 63 69 83 68 71 64 60 78 83 74 62 65 72 53
15 74 78 69 57 91 91 83 78 74 81 78 80 67 83 75 75 77 47 63 75 94
16 90 94 85 87 92 94 89 89 91 94 88 94 89 93 93 92 92 09 82 90 97
17 91 98 92 90 90 96 95 96 94 97 92 82 92 87 95 98 91 82 80 92 96
18 91 97 88 09 88 94 94 96 93 94 93 82 89 87 93 95 95 84 86 91 94
19 79 80 73 75 71 77 74 79 80 85 81 79 81 86 01 83 84 67 74 78 81
20 93 95 91 .89 87 94 94 90 94 97 89 83 92 91 96 97 95 85 90 92 97
21 94 97 94 96 91 95 98 94 96 98 93 96 95 92 97 98 97 89 91 95 98
22 97 98 94 96 96 96 95 94 97 96 95 98 97 90 94 97 98 86 91 95 99
23 93 94 93 94 93 96 96 87 95 95 93 97 95 84 93 98 98 85 88 93 95
24 92 93 90 93 91 96 96 93 94 96 91 94 95 82 92 98 94 87 86 92 94
25 96 98 94 97- 93 96 96 97 97 98 93 94 97 96 95 96 98 88 89 95 98
26 91 90 89 69 92 90 92 96 87 94 94 93 95 89 87 85 91 88 87 90 91
27 96 93 89 89 93- "90 84 82 87 93 95 94 86 .85 71 87 93 84 88 89 88
28 89 74 88 71 80 78 76 81 80 74 83 82 81 83 80 77 80 77 88 79 81
32 81 82 76 78 77 82 81 79 79 80 07 75 76 83 86 82 88 73 78 80 89
E =  Eye H o sp ita l
For key to  question  numbers see Appendix 5.
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Table 9 .6b  P a tie n t Q uestionna ire . Percentage d is tr ib u t io n  o f responses
to question 29 (From whom did  you fin d  out most about your 
c o n d itio n , your treatm ent and your progress w h ile  in  h o s p ita l? )  
Question 30 (To whom did you ta lk  most?) and question 31 
(D id  you fe e l you were discharged from h o s p ita l too soon, 
about the r ig h t  t im e ,o r  do you fe e l you could have come 
out e a r l ie r ? )  By ward.
Question Ward Number1 2 3 4 6a 6b 7 10 11 12 13 14 15 16 17 18 19 20 21 A ll E
Q. 29
From whom 
d id  you f in d  
out most 
Doctor (D) 76 69 68 66 73 70 66 71 71 69 81 83 68 72 78 76 66 58 79 69 54
S is te r  (S) 3 6 8 5 3 7 7 2 4 6 2 3 5 2 1 3 5 3 3 4 11
Nurse(N) 4 4 2 6 4 6 7 6 3 2 5 2 - 1 2 3 2 12 1 4 7
S tu dent;'(S t) 1 1 - 2 2 . 1 - 1 1 . _ - 3 _ _ 1 3 1 1
Other (0 ) 4 3 3 7 '6 3 3 6 4 7 3 2 3 7 7 2 5 7 6 5 7
D/S 5 10 11 4 4 5 8 • 3 8 11 3 - 4 11 9 7 11 14 4 3 7 17
D/N 2 2 1 3 2 2 1 10 2 3 2 1 - 2 - 1 2 2 1 2 1
Other comb. - 1 - 1 2 1 2 - 1 - 2 - 5 2 2 2 1 1 2 1 1
Not S tated 5 4 8 6 4 6 6 2 6 2 3 6 5 5 4 4 3 9 6 5 3
Q.30
To whom did  
you ta lk  raos 
V is ito rs
;
16 10 18 19 12 11 12 10 18 13 13 18 11 29 14 18 13 22 21 16 10
Doctors 7 4 6 3 4 5 4 4 7 6 6 13 11 5 10 7 2 2 11 6 -
Nurses 8 15 10 18 12 7 20 15 13 13 8 12 .24 •28 8 10 6 21 6 13 11
P a tie n ts 40 39 28 28 5p 46 34 42 29 34 43 28 14 2 34 28 47 24 30 34 47
Others 8 12 13 9 2 11 9 12 13 12 10 12 8 11 13 17 11 10 13 11 11
V is ito r s /
P a tien ts 4 3 7 6 6 6 4 2 6 6 ' 6 3 3 2 7 6 4 7 5 6
Nurses/
P a tien ts 5 8 5 8 6 8 7 8 5 6 6 5 11 1 5 2 4 7 4 6 8
Other comb. 7 6 9 5 4 3 6 3 8 4 4 4 8 11 11 9 7 6 5 6 5
Not S tated 4 3 4 3 5 2 4 3 1 3 3 5 11 14 3 5 3 5 4 4 1
Q.31
Discharged 
Too soon 9 11 13 10 11 13 16 17 10 9 6 9 5 1 5 8 7 9 9 10 6
About r ig h t 85 85 79 84 85 81 79 ■79 81 85 89 72 78 90 88 86 90 82 84 84 92
E a r l ie r 1 2 3 3 2 2 1 2 4 2 2 2 3 1 2 3 2 2 2 2 1
Not S tated 5 2 5 4 2 4 5 2 5 3 3 17 11 9 5 3 1 7 6 4 1
E — Eye H o sp ita l
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TABLE 9.7
Difference in percentage response to the dichotomous questions^ ranked
in order of percentage range.
Range:(Differ­
ence between 
lowest & high­
est ward per­
centage .)
Question No. 'kGroup Question Subject
8 5 W + E Lighting satisfactory
9 21 R Accepted by ward staff
1 0  : 25 R Staff helpful and considerate
11 6 W+E Enough privacy
11 26 R Complaints
12 16 C Satisfactory reception
12 22 R Happy atmosphere
14 1 W + E Bed and Bedding comfortable
14 ’ 4 W + E Ward temperature reasonable
14 20 C Choose same hospital
14 23 R Secure when sister on duty
15 13 A Enough chance to rest during day
15 18 C Nurse came quickly at night
15 32 R No further help on discharge
16 2 W+E Ward reasonably quiet by day
16 24 R Secure when sister off duty
18 3 W+E Ward reasonably quiet by night
18 17 C Nurse came quickly by day
18 28 R In hospital before
19 *- 19 C Told enough about illness and 
treatment
24 7 R Toilet facilities adequate
24 8 ‘ R Meals satisfactory
25 27 R Rules and regulations reasonable26 10 M Food appetising
27 11 A Visiting arrangements suitable
27 14 A Enough books and games
28 12 A Time awakened suitable
44 15 C Enough notice of admission
47 9 M Enough choice of dishes
W + E: Ward & Equipment King’s Fund Survey
M: Meals " "
A: Activities ’’ ” ”
C: Care " ” "
R: Additional questions in Radcliffe Survey
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Overall there was a high percentage of favourable replies. For 16 out 
of 29 questions this exceeded 90% and a further 6 were between 80% and 
90%. • _
9.5 VARIATION BETWEEN WARDS
As would be expected, the variation between wards was greater for some 
questions than others. It was lowest in question 5 (Was the lighting 
satisfactory?) and highest in question 9 (Did you have enough choice of 
dishes?) Figure 9.2 shows the average value together wit h the range in. 
percentage over all wards for each of the dichotomous quest ions. Generally 
the lower the average percentage the greater the range. For example, in 
question 25 (Did you find the staff helpful and considerate?) the average 
was 95% and range 10%, whereas for question 15 (Did you have long enough 
notice of admission?) the average was 75% and the range 44%. Table 9.7 
indicates the range in the percentage response, ranked according to size 
of the difference. Thus question 3 had the smallest range .'and question i49 
the largest.
It is possible that the major contributions to variation could arise from: 
the differences between the questions rather than between the wards//* To 
determine how. far this was so an analysis of variance, was performed on the 
dichotomous questions. (See Table 9.8)
TABLE 9.8 Analysis of variance of percentage of favourable replies to 
the dichotomous questions ?
Source of 
Variation
Sums of 
Squares
Degrees of 
Freedom
Me an 
Square
Variance 
Ratio „
Questions 29697.01 28 989.18 40.1 ***
Wards 3744.34 18 208.20 8.4 ***
Re sidual 12423.15 ■ 504 24.65
Total 43864.50 550 J '
*** Significant at 0.1%
Both the variation between wards and between questions was greater than 
could easily have arisen by chance, though the variation in the questions 
was some five times greater than in the wards. However the fact that the 
differences between wards was statistically significant means that
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LS »(
1 .
2
3 •
4.
5 •
6 1
7 ■
8 •
9'
10*
11 •
12
13 '
14
15
16
17
18 .
19
20’
21
22 '
23
24
25-
26
27 ■
28 '
32
^2 Mean percentage of favourable response and range for questions 1 to 
and 32 for all wards at Radcliffe Infirmary (Range is indicated 
by length of line and average, percentage by A).
the analysis of ward differences is worth pursuing, C ■
Figure 9.3 shows, by ward, significant differences above and below the 
overall mean percentage satisfaction level for each question. Nine 4
questions produced a polarisation (significant at P = 1 . 0  or greater) ./■' J-. 
between the highest ranked ward overall (male surgery) and the lowest 
overall (female orthopaedic). On 5 more questions the same was’ true of 
the second highest (male medical) and second lowest- (female ENT) wards. 
Several other wards also differed significantly from the mean on one or; 
more of these questions but there were no such consistent trends as with 
the 4 extreme wards. However, there were more, wards significantly higher 
than the mean than lower. In a few instances, relatively highly ranked 
wards were amongst the significantly low scores on certain questions/ arid, 
vice versa, for instance, Ward 17 yielded low satisfaction on strictness 
of rules in the ward and visiting arrangements, and ward 6Bon choice of 
dishes. Conversely, ward 6a yielded a high satisfaction score on visiting 
arrangements and ward 10 on complaints about treatment. These trends are 
set out diagramatically in Table 9.9.
9.6 RANKING OF WARDS ACCORDING TO OVERALL SATISFACTION
From Table 9.6a a ward ranking can be constructed by adding the percentage
to each question and examining the extent to which any ward is consis­
tently better or worse than another. The order of wards from highest to 
lowest becomes: 12, 18, 2, 17, 7, 11, 6b, 19, 16, 1, 13, 15, 3, 14, 10,
4, 21, 6a,*'20. Regrouped,by units a definite pattern emerges as shown in 
Table 9.10 ' ri: ■ .
In each specialty male patients were more satisfied than female. Overall, 
surgical patients were most satisifed, followed by medical, specialties>■
arid accident patients. Interestingly, the private patients ward, which : -
includes patients of both sexes and a variety of specialties , occupied 
a median position in this ranking. A further striking feature of this A 
result is the obvious association between the position of wards and the/
medical firms to which the beds are allocated. This is shown in Table 
9.11.
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TABLE 9.9 Wards in which percentage satisfaction differed significantly 
from mean (P = 1% or greater)
Question
" w A U & ' M U M ' i n n *  .......... ...........Higher than mean Lowe r than mean
Ward quiet by day 19 17 2 18 12 20
Ward quiet by ni $it OCj 18 12 20 14
Nurses came quickly when 
/'needed (day) 6b 2 .18 12 20 21 14
Enough books, games etc. 18 12 20 16
Would choose this 
hospital again 18 12 20 14
Accepted as a person by 
, staff 6b 7 18 12 20
Enough daytime rest 6b 7 2 12 20
Staff helpful and 
considerate 19 2 12 20
Told enough about illness 
treatment etc 12 20
Happy atmosphere among 
staff and patients 19 2 20 -
Felt secure when Sister 
was on duty 19 18 20
.Time v/akened suitable
y . 16 2 IS 12 6 a 4
Enough choice of dishes - 13 7 17 2 18 6a 6b
Meals satisfactory 17 18 6a
Food appetising 11 18 6a
Toilet facilities 
^adequate 16 17 18 6a 13
V/ard temperature 
reasonable 17 12 1
Rules & regulations 
strict (negative answer) 13 1 12 17
fighting satisfactory 19 12
Made complaints re 
treatment (negative ans) 10 12
Visiting arrangements 
suitable 6a 13 16 6b 2 17
Long enough admission 
notice - • 20 21 4
Comfortable bed and 
bedding 6a 19
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TABLE 9.10 Ranking order of wards from all dichotomous questions 
averaged by specialty
M = Male F = Female B = Both Sexes
TABLE 9.11 Ranking order of wards from all dichotomous questions and 
medical.firm to which beds are allocated (see text)
Rank Order Medical Surgi cal Specialtie s Accident
1
2
3
4
5
6
7
8 
9
10
11
12
13
14
15
16
17
18 
19
— /■Male 
_> Male*
-9Male x
_^Female
Female*
_>Female*
■+Male
+  Male
— +Male*
^>Fema le
^Female
^Female*
_s,Ma le 
M & F
M & F
M & F
-^Femal e
-yMale
-^Female
* Professorial units
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It can be seen that, within the medical and surgical, units, wards of the 
same firm Clinked by arrows) tend to occupy similar positions vathin the 
sex groupings. In addition, professorial wards (indicated with asterisk) 
occupy lower positions than non professorial wards.
Because the position of wards in this ranking could be affected by an 
atypical response to one or more questions the highest and lowest response 
to each was set out against the mean, median and range for all wards in 
Tables 9.12 and 9.13. With few exceptions the order remains unchanged. 
Thus the same 3 wards (wards 2, 12 and 18) are at the top of the scale 
but ward 19 has several top percentage favourable replies. Likewise, 
wards 20 and 6a remain least satisifed despite some top percentage favour­
able replies for ward 6a.
9.7 COMPARISON OF RADCLIFFE AND KINGS FUND SURVEYS
Becuase of the adaptations to the Kings Fund Questionnaire the results of
the two.studies did not lend themselves to exact comparisons. In addition 
the Kings Fund Survey included gynaecological and dematological patients
whereas the Radcliffe Infirmary sample did not. Nevertheless, for 14 out
of 18 identical quest ions, the Radcliffe Infirmary patients' percentage
satisfaction lay within the whole range for the 10 Kings Fund Hospitals.
and in 9 of these the Radcliffe's position was within the middle range.
On 4 questions, however, the Radcliffe Infirmary score was below the
lowest in the Kings Fund Survey and in 4 others, equal to the lowest. The
excessively low Radcliffe scores included all the comparable questions on
the section entitled•’Care * in the Kings Fund Survey. The only remaining
Radcliffe score in the care section was also below the Kings Fund mean and
equal only to the King's Fund lower. middle range for this question. These
comparisons are shown in Figure 9.4.
The Radcliffe replies differed considerably from the Kings Fund on the 
question of notice of admission. Only 75% of Radcliffe Infirmary patients 
were satisfied with length of admission notice by comparison with 92% of 
the Kings Fund patients. Clearly this is influenced by type of ward. The 
percentage favourable response from the two main Accident wards at the 
Radcliffe Infirmary to this question was by far the lowest and these two 
replies were, with only one exception, the lowest percentage favourable 
response to all questions. At the same time, medical wards were less 
satisfied than surgical wards and female patients less satisfied than male
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Fig. 9.4 Comparison of King's Fund with Radcliffe Replies
Care KF Report
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Position of 
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TABLE 9.12 Wards with highest and lowest percentage response, and median, mean and
range of response for each question.
Question
Number
Highest
Median Mean
Lowest
RangeWard % % Ward
1 15 97 90 92 83 19 14
2 12,17 93 90 '93 82 20 16
3 18 94 85 86 76 14 18
4 . 17 97 90 91 83 1 14
5 2,19 98 94 94 90 6a 8
6 11 96 90.5 91 85 20 11
7 16 95 83 79 71 6a, 13 24
8 17,18 89 77 82 65 6a 24
9 2,7 89 85.5 81 42 6a 47
10 18 87 74 77 61 6a 26
11 6a, 6b 99 85.5 91 72 10 27
12 16 90 76 73 62 4 2813 6b, 7 94 86.2 88 79 20 1514 6b 87 73.5 72 60 16 27, 15 6a, 6b 91 89 75 47 20 44
16 2 94 88 90 82 21. 12
17 2,18 98 89 92 80 21 18
18 2 97 89.5 91 82 14 15. 19 16 86 76.5 78 67 20 • 19
20 12,18 97 90 92 | 83 13 14
21 . 7,12,18 98 93 95 89 20 9
22 2,14,19 98 92 95 86 20 12
23 19 98 91 93 84 16 14
24 18 98 90 92 82 16 16
25 2,12,19 98 93 95 88 20 10
26 10 96 90.5 90 85 18 11
27 1 96 83.5 89 • 71 17 25
28 1 89 80 79 71 4 18
32 19 88 79.5 •80 
1 * 73 20 15
TABLE 9.13 Summary of Table 9.12 showing frequency of highest and lowest percentage 
response for each ward.
Ward Number Number of Questions with
Highest % Lowest %
1 2 . 1
2 7 -
4 - 2
6a 2 5
6b 4 -
7 3 -
10 1 1
11 1 _
12 4- _
13 - 2
14 1 2
15 1 -
16 3 3
17 3 1
18 l r 1
19 5 1
20 - 9
21 ** 2
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ENT, private patients, and neurosurgery all yielded substantially higher 
satisfied responses than the remainder to this question. The Kings Fund 
and Radcliffe Infirmary comparison also revealed that there were differ­
ences in the two surveys between types of patient. The Kings Fund patients 
on mixed wards were amongst the most satisfied, whilst for the Radcliffe 
the reverse was true. At the same time, the Kings Fund Survey evinced no 
apparent difference between sexes whilst in the Radcliffe Survey, there 
were significant differences in this respect on a number of questions.
These are shown in Table 9.14* for the main groups of male, female and 
mixed wards in the Radcliffe Survey (ie Medical Unit, Surgical Unit, 
and Specialties Unit excluding paediatric wards). By way of explanation 
it should be added that the order of difference is from the highest to the 
lowest : for example male - female - both indicates that for the ques­
tions listed in this group the males had a higher level of satisfaction 
than females and females were more satisfied than mixed ward patients. 
Differences which were significant are denoted by ticks.
It can be seen that there were significant differences between each pf 
the 3 groups, or between one group and the remaining two, on all but 4 
of the 29 questions and, that of these 25* male wards were significantly 
more satisfied than all others on over half of the questions, and sig­
nificantly better than female or mixed wards for 4 more. This included 
5 of the 6 Kings Fund’ questions on care. The sixth on adequate infor­
mation was one of the minority in which differences were not significant, 
that is satisfaction on this question was uniformly low by comparison with 
the Kings Fund survey.
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TABLE 9.14 Significant differences (indicated by \/) in percentage
satisfaction for patients in Male, Female and Mixed Wards
* Order of difference Significantdifferences
G Maie-Female-Both Male — ^Female ^Both
2 W Reasonably quiet by day 'Z y/3 W Reasonably quiet by night V5 w Lighting satisfactory V8 R Meals satisfactory y9 M Enough choice of dishes s/10 M Food appetising y14 A Enough books, games etc v/17 C Nurses came when needed (day \/18 C Nurses came when needed (night) Vv/ \/20 c Would come here again J
22 R Happy atmosphere amongst Staff & pts v/23 R Secure when sister on duty J24 R Secure when sister off duty V
Order of difference
Male — ^.Both-- ^FemaleQu G Mai e-Both-Femal e
4
6
11
12
13
21
25
W
W
A
A
A
R
R
Ward temperature reasonable 
Enough Privacy in ward 
Visiting arrangements suitable 
Time wakened suitable 
Enough daytime rest 
Accepted as a person by staff 
Staff helpful and considerate
✓
V
y
y
y
y
* Order of difference
Both---^>Male ---5>FemaleG Both-Male-Femal e
7
15
16 
19
R
C
C
C
Toilet facilities adequate 
Long enough admission notice 
Reception satisfactory 
Told enough about illness etc
v  y  
y  y  
y  y
Order of difference
Both---3* Female---^MaleQu ,G Both-Female-Male
1
26
W
R
Bed and bedding comfortable 
Make any complaints y
Order of difference
Female--- 3>Male--- -jjBothQu G Female-Male-Both
28
32
R
R
Been in hospital before 
Help needed on discharge
y  y
Order of difference
Fema le---y  Both---^ MaleQu G Female-Both-Male
27 R Found rules and regulations strict y
* Key to groups shown at foot of table 9*7 page 367
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Table 9.6b showedthatthe patients* principal sources of information about 
their illness and treatment varied considerably between wards, as did their 
main contacts with other individuals whether staff, patients or visitors. 
Figure 9.5 shows the rank order of percentage replies to these questions -by 
ward, sex and specialty, and the percentage range for each group. Wards of 
the same medical firms are joined by arrows. Brackets denote tied rank 
order.
From the patients' point of view it can be seen that some medical firms 
appeared to be more informative than did others. With the exception of 
two pairs of surgical wards in which the female patients learned more from 
the doctors than did their male counterparts,, there appeared to be a more 
obvious correspondence between the medical firm and the amount of informa­
tion given than the sex or specialty and the information. For 83% of 
neurosurgical patients the doctor was the principal informant. One female 
surgical ward and two pairs of medical wards were very close to. this 
figure. At the opposite end of this range, however, only 54% of eye 
patients had their information from the doctor and only a slightly higher 
proportion of patients from female surgical wardsand both accident wards. 
For the eye patients, a higher proportion obtained information from the 
sister than on any other ward. Conversely in wards 13 and 17, both high 
in the first set of figures, only 2% and 1% respectively received their 
information from the sister. The accident wards appeared to be poorly 
informed on the basis of this analysis. They were poorly informed by the 
doctors and the sister and were also low on the proportion of patients who 
indicated both doctor and sister. In both of these wards the nurses were 
relatively important sources of information.
The female accident ward, however, was least satisfied that sufficient 
information had been received. It also had the lowest percentage of 
patients whose principal informant had been the doctor and a relatively 
low percentage nho named the sister as their principal source of informa­
tion. Private patients were ranked seventh on the percentage of patients 
for whom the doctor was principal informant, and second from the lowest 
for the sister, but had the highest percentage of patients satisfied that 
they were told enough. Thus, they required less information, obtained it 
from other sources, answered the questions inaccurately, or experienced 
more effective communications than other patients. Replies to this question
9.8 MULTIPLE CHOICE QUESTIONS
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were compared with replies to question 19 which asked whether patients had 
received enough infonation. This showed that overall, the principal source 
of information was not correlated with the percentages of patients satisfied 
that 1hey had received enough information. The correlations were as follows:
% Doctor principal informant % Sister % Dr Sister &
Nurse
■% of patients 
who were
told enough 0.22 -0.05 -0.04
Patients also varied considerably in the groups with whom they communicated 
most. On the majority of the wards, patients talked most to other patients. 
This choice was followed by visitors, nurses, other unspecified contacts 
and doctors. The replies of the private patients to this question were 
completely reversed from those of the remainder. Only 2% talked most to 
other patients and 29% and 28% to visitors and nurses respectively. The , 
only oVcher comparable ward in this respect was the Intensive Care area 
where only 14% talked to ofher patients. Generally, the proportion of 
patients talking most to the nurses was inversely related to the proportion 
talking most to other patients. The two Accident wards were similar to 
the private patients in talking more to nurses and visitors and less to 
patients than most. Table 9.15 shows these percentages in ranked order 
for all wards.
Other patients were the greatest source of company for ENT and Eye 
patients, and visitors and doctors were by comparison talked to less by 
both these groups of patients. Surgical patients, ENT, Eye and ITU all 
talked to visitors relatively less than others and in general this was true 
of the percentage who talked most to doctors. Accident patients, however, 
belonged to the high percentage group for talking to visitors and the low 
percentage group for talking to doctors. A relatively high percentage 
of private, intensive care, and accident patients talked most of all to 
nurses and the percentage on each of these wards who talked mostly to 
other patients was correspondingly low. With the exception of the heading 
"Others" wards belonging to the same medical firm tended to produce 
similar percentage distributions. There were, however, exceptions, mostly 
with regard to surgical wards, the most atypical being wards 12 and 19 
with the same percentage under only one heading:ie Visitors.
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TABLE 9.15 Ranking order of wards on replies to questions "To whom 
did you talk most?"
Visitor s
Ward
16
20
21
4
3)
)
11)
)
14) 
)18)
1
17
12) 
)13) 
)19)
6a )
)
7)
6B)
)
15)
2)
)
10)
)
99)
%
29
22
21
19
18
16
14
13
12
11
10
Doctor
Ward
14
15)
)
21)
17
1)
)
11)
)
18)
3)
)12)
13)
6B)
)16)
2)
)6A)
)
7)
)
10)
19) 
)
20)
99
%
13
11
10
Nurse s
Ward
16
15
20
7
2)
)
10)
11)
)12)
6A)
)
14)
99
18)
)
3)
l)
)
13)
)
17)
6B
19)
)21)
28
24
21
20
18
15
13
12
11
10
Patients
Ward
6a
99)
)19)
6B
13
10
7)
)
12)
)
17)
21
11
3) 
)
4) 
)14)
)18)
20
15
16
%
50
47
46
43
42
40
39
34
30
29
28
24
14
2
Others
Ward
18
3)
)
11)
)
17)
)
21)
2)
)
10)
)
12)
)14)
6B)
)
16)
)
19) 
)
99)
13)
)
20)
4) 
)
7)
1)
)
15) 
6A
17
13
12
11
10
A final question (question 31) included in this section was intended to 
discover whether in view of the short length of stay, patients were 
satisfied that they were discharged at the right time in, their opinion.
As with the questions on information, replies to the two questions were 
compared and showed only a weak correlation. Figure 9-6
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Figb 9o6 Percentage whose discharge time was about right 
and percentage who did not need help on discharge analysed ■ 
by ward and specialty. Lines join same ward.
31 Discharge date about right. 32 Did not need help on discharge
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ranks the percentage of satisfied replies to both questions,, that 
is, those whose discharge date was about right and those who. did 
not feel the need of help on discharge. As with most of the questions 
there remained a high level of satisfied response to both the ques­
tions on discharge. With the exception of 3 wards, however,;there 
was a consistently higher level of satisfaction with the time of dis- 
charge than with the need for help on discharge., . The correlation 
co-efficient for the two sets of replies at +O.36 was not significant.
It can be seen that the satisfaction level on surgical wards was \Vv-v 
slightly higher than medical but the range of satisfied response within , : 
the two units was similar. Each unit showed a considerably’lower 
satisfaction level for male and female patients of one medical firm - ,
than other wards. Over and above this, however, the difference was 
related to sex-, female patients being most satisfied on the -surgical ' 
unit and male patients on the medical unit.
No two wards were alike in the specialties unit and the variations covered 
a range of 18$ with private patients most satisfied and'neurosurgical 
patients least satisfied. Eye Hospital patients were most satisfied of 
all on both questions, and Accident patients both male arid female 
occupied a median position on time of discharge but were amongst the ■ v 
least'satisfied concerning help:on discharge.
9.9 UNSTRUCTURED COMMENTS
The second half of the questionnaire consisted of three open-ended 
questions. These were: (33) ,rWhat did you like best about your stay 
in hospital?" (34) "What did you like least about your stay in hospital?" 
and finally (3-5) "Please write any other comments or suggestions on 
how your stay in hospital could have been‘ improved". In all 3*762 (92%) 
of the respondents contributed to one or more of the three sections.
Many of the replies., however, ignored the format of the questionnaire 
and varied in length from the briefest comment such as "Everything 
satisfactory" to several pages of comments. Thus criticisms were 
mixed with expressions of approval or general observations in any of the 
3 sections. As a matter of interest, Table 9.16 shows how the sections 
were used by the 4067 respondents.
TABLE 9.16 Analysis of response to open ended questions
Number of 
Pati ent s
. % of 
Total
Sections Completed ;,y: : s':/
33 Liked Best 34 Liked Least 35 General
305 8.0 Blank Blank 1 Blank
134 3. 0 Blank Blank - ' Comment
57 1.4 Blank Comment Blank '■>.
82 2.0 Blank Comment \ / Comment:-
507 12.4 Comment Blank ■ /'Blank
765 19.0 - Comment ‘ Blank . . .Comment
612 15.0 Comment Comment ; . Blank ’
1605 29.4 Comment Comment Coniment-
4067 100
Over a third of the patients wrote in all sections while only ,8% left I ' 
it entirely blank. * -
The remarks were coded and classified under 21 headings according to the 
nature and subject, regardless of the section in which they appeared. . 
There were 15,930 comments. Table 9.17 gives an analysis of the total..; 
number of comments by ward, the percentage favourable comments and the 
average number of comments per questionnaire for each ward. /Over two 
fifths of the total comments were classified as favourable (as opposed 
to definitely critical or general observations).. Male wards on the whole 
yielded a higher proportion of favourable comments than female wards. The 
number of comments per questionnaire was slightly higher for surgical" and 
specialty patients than for medical and accident patients although the . 
total range was small (3.7 to 4.1). The Eye Hospital produced the highest 
proportion of favourable remakrs and, as in.the preceding analysis, the 
rank order of medical and surgical wards was similar and higher than 
Specialties or Accident Wards (Table 9.18) The entire range of Unstruc­
tured comments and their grouping in the following analysis is given 
in Appendix 6.
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TABLE 9.17 Analysis of general comments, average number per 
questionnaire, percentage of favourable comments 
and ranking order by ward.
Ward
No.
No. : Total
Comments
-9Q0’s •K- :.......
Average 
■ Comments
Question­
naire
% Favourable
Comments; ’ . . .
Ranking
Order
ValidQuestion­
naire No. %
of favourable 
comments
1 191 598 3.1 305 51.0 14
2 267 867 3.2 517 59.6 3
3 157 511 3.2 268 52.4 9
4/5 376 1,237 3.2 612 49.4 17
6B ’227 772 3.4 395 51.1 13
6A .180 ' 547 3.0 278 50.8 15
7 187 629 3.3 342 54.3 6
10 126 451 3.5 213 . 40.9 20
11 216 661. 3.0 355 53.7 8
12 300 • 939 3.1 527 56.1 5
13 231. 809 3.5 410 50.6 16 . ' ,
1U. 127 443 3.4 193 43.5 19
1*5 37 115 3.1 60 52.1 10
16 127 426 3.3 221 51.8 11
17 166 554 3.3 322 58.1 4
18 ‘ 199 592 ' 3.0 367 61.4 2 •'
19 242 819 3.3 441. 53.8 7
20 243 771 3.1 362 46.9 18
21 196 .666 3.3 345 51.8 11 Z
EXE 272 837 3.0 532 63.5 ' 1 '
ALL
ALL
4,067 13,249 3.2 7,065 53.3
EXCL.
EYE
3,795 12,412 3.2 6,533 52.6
... . ......—--------------------------------=—
* Code number 900 : "No remarks"
TABLE 9.18 Ranking order <of percentage of favourable unstructured
comments by unit.
Rank Order Medical Ward Number
Surgical 
Ward Number
Specialties 
Ward Number
Accident ^ 
Ward Number
Eye % • 
Wards
1 Eye Hospital
2 2 *
3 17 -
4 18
5 . 12
6 7
7 6B
8 19
9 15
10 3
11 11
12 21
13 13
14 16
15 . 4
16 1
17 10
18 6A
19 ♦ 20
20 14
It seems clear from the analysis that men rather than women and older 
rather than younger patients are most likely to volunteer favourable 
comments on their hospital experience. Differences relating to type 
of patient are less clear than in the structured part of the question­
naire .
The classifactory groups and the percentage of comments in each is 
given below.
% of total
1„ General, (no comment, all satisfactory, general 29.6
deterioration, etc.)
20 Toilet facilities <1.0
3. Beds and bedding <1.0
4. Ward facilities and fittings ' y 2.4
5. Structure of buildings, etc. 2.0
6. Heating, lighting, ventilation <1.0
7. Service (from domestics, nurses, housekeepers, etc.) 1.8
8. Admission procedures and arrangements <1.0
9. Transport <1.0
10. Personal (reactions to atmosphere, hospitalisation etc.) 6.7
11. Discharge procedures and arrangements;, <1.0
12. Ward routine (timetable, etc.) 2.6
13. Meals’ / 6.7
14. Smoking * <1.0
15. Noise 1.9
16. Visiting 2.1
17. Care and treatment ' 19.7
18. Staff (appreciation) 1 4 . 3
1 9 . Staff (criticism) 2 3
20. Communications (good) ’ <2, 0
21. Communications (poor) 2 7
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The King's Fund Survey averaged 4.5 remarks per questionnaire, which was 
slightly higher than the Radcliffe Infirmary. This might have been due to 
the questionnaire layout which provided space for and requested comment on 
each part of the questionnaire in addition to the yes/no replies. Equally, 
it could have been influenced by a slightly different balance of male to 
female patients. The actual percentages were:- King’s Fund: Men 39%,
Women 61%, Radcliffe: Men 47%, Women 53%. There were other differences 
in the composition of the sample but the proportions are not known. The 
King’s Fund sample contained gynaecological patients which the Radcliffe 
did not and the Radcliffe Infirmary contained Neurosurgical, Intensive 
Care, and Private Patients, non of which is mentioned in the King's Fund 
report.
The King's Fund patients made more critical comments than the Racliffe 
Infirmary patients about toilet facilities, privacy, etc. and again this 
may be due to the presence of a whole battery of questions on each subject 
and space for comments, as opposed to only one each on the Radcliffe 
Infirmary questionnaire and no specific provision for additional comment. 
These comparisons are not exact,however, because methods of coding and 
analysis were different.
Although there appeared to be little difference between men and women • 1
patients in the Radcliffe Survey regarding the total number of remarks
made, i.e. men 3.86, women 3.98, the difference between the two groups for
the number of favourable remarks was statistically significant. The
proportion of favourable remarks from men was 46.4% and women 42.0%
2 •(X = 31.3, DF = 1; P < 0.001). Analysis by age showed a definite trend 
of increasingly favourable comment with increasing age as Table 9.19 shows. 
TABLE 9.19
Percentage distribution of favourable and general remarks by age group.
REMARKS
AGE GROUP (YEARS)
<45 45 - 64 65 + TOTAL
Favourable 38.8 45.9 51.2 44.3
General 61.2 54.1 48.8 "" 55.7
TOTAL (=100%) 6,388 5,720 3,712 15,820
389
An analysis of variance showed that over a third of the variation between 
jthe age groups was due to the linear regression of age on proportion of 
favourable remarks. This is shown in Table 9.20.
TABLE 9.20
Analysis of variance of trend in proportions of favourable comments.
SOURCE OF VARIATION DEGREES OF FREEDOM SUMS OF SQUARES
Between age groups 
Due! to linear regression
1 38.214
Departure from linearity 1 0.247
2 38.461
Within age group 15,817 3,865.140
TOTAL 15,819 3,903.601
Almost one third of the total comment came under the first heading labelled 
"general* and a fifth under "likes and dislikes of treatment**. Staff 
appreciation accounted for 14 per cent and "personal" and "meals" for 7 
per cent each. These five categories together covered three quarters of ' 
the total comments. Table 9.21 gives a percentage distribution by ward of 
the thirteen principal groups. The results of an analysis of variance of 
the number of remarks by ward are summarised in Table 9.22. As with the 
dichotomous questions, the variation between the wards, after allowing for 
the variation between the questions, remains greater than could easily have 
arisen by chance. A similar conclusion can be drawn in respect of favour-4 
able comments analysed in Table 9.23.
Grouping comments, while useful analytically often hides or disguises 
important details. Because of this further analysis is made of some of the 
larger groups. As already seen, only 5 groups accounted for most of the 
comment, and the variation between wards in respect of each of these groups 
is shown in Fig. 9.7* The evidence suggests that differences between wards 
do not appear to be influenced in general by specialty or sex. The 
five principal groups were as follows
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TABLE 9.21 Percentage distribution of the principal patients remarks by ward.
*REMARK
WARD 1 4 5 7 10 12 13 15 16 17 18 19 21 0
1 29.7 1.1 1.8 2.2 6.7 1.8 9.3 1.4 1.6 19.0 13.8 2.7 1.0 7.9
2 30.0 1.9 2.0 1.4 8.1 2.9 5.7 1.6 1.9 19.9 16.8 1.2 1.2 5.4
3 27.1 2.8 2.5 1.8 6.4 2.3 5.7 2.3 3.0 21.0 14.6 2.3 1.1 7.1
4/5 28.2 3.3 1.8 1.6 6.8 3.3 7.2 2.6 1.8 19.9 13.8 2.5 1.9 5.3
6A 25.5 1.7 1.9 1.4 8.2 4.0 11.4 3.5 1.7 19.9 11.0 2.4 2.1 5.3
6B 29 0 8 2.0 1.8 0.8 7.3 3.1 8.9 2.4 1.5 21.8 12.2 1.7 1.8 4.9
7 31.0 3.5 1.3 1.2 6.6 1.7 6.6 1.1 1.3 16.8 14.7 2.8 2.1 9.3
10 22.7 3.3 2.3 1.7 6.3 3.3 4.4 1.7 6.0 17.0 16.5 2.1 3.3 9.4
11 31.1 3.0 2.1 2.5 4.3 2.2 5.1 2.0 2.3 20.3 15.3 2.5 2.1 5.2
12 32.4 3.5, 2.6 1.9 5.8 1.8 4.6 0.8 0.9 19.4 15.5 2.1 1.2 7.5
13 26.5 2.8 3.1 2.2 6.8 2.8 7.3 2.0 1.8 20.3 14.3 1.8 1.6 6.7
14 25.5 2.9 0.6 2.7 6.7 1.9 8.8 4.0 2.1 21.5 12.3 2.7 1.7 6. 6
15 33.1 2.9 0.7 5.9 2.9 6.6 2.2 2.2 25.0 12.5 1.5 1.5 3.0
16 40.8 1.3 1.0 1.3 6.3 0.4 4.6 1.7 1.0 20.3 14.0 1.1 1.3 4.9
17 29.2 2.2 1.1 0.6 6.3 4.5 5.9 0.6 6.9 16. 6 15.3 2.2 2.2 6.4
18 35.2 1.7 1.2 3.2 6.2 2.0 6.5 0.5 1.7 20.0 14.9 1.2 1.6 5.1
19 27.8 1.4 2.5 2.1 9.1 3.4 6.4 2.1 2.2 17.1 16.8 1.9 0.7 6.5
20 31,5 1.7 3.2 1.3 4.8 2.1 4.7 2.5 1.3 21.8 13.4 4.9 1.4 5.4 ;
21 28.0 1.9 1.6 3.4 7.7 1.8 7.8 0.8 2.8 20.0 12.1 3.3 2.5 6.3 :
Eye 34.5 3.3 0.7 1.4 6.6 3.1 5.6 0.9 1.6 19.9 13.4 1.4 2.1 5.6'
All 29.9 2.4 1.9 1.8 6.7 2.6 6. 6 1.8 2.1 19.7 14.3 2.3 1.7 6.2 =
All Ex 
Eye 29.6 2.4 2.0 1.8 6.7 2.6 6.7 1.9 2.1 19.7 14.3 2.3 1.7 6.2
* For key to numbers, see p. 388 
0 = Other
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TABLE 9.22
Analysis of variance of the number of unstructured comments by ward.
(For key to 21 groups see text.)
SOURCE OF 
VARIATION
SUMS OF 
SQUARES
DEGREES OF 
FREEDOM
MEAN
SQUARE
VARIANCE
RATIO
Between remarks 1,311,050.27 20 65,552.51 121.76**
Between wards * 68,557.72 18 3,808.76 7.08 **
Residual 193,809.44 360 538.36
TOTAL 1,573,417.43 398
Excludes Eye Hospital.
TABLE 9.23
Analysis of variance of favourable remarks between wards (excluding
Eye. Hospital).
SOURCE OF 
VARIATION
SUMS OF 
SQUARES
DEGREES OF 
.FREEDOM
MEAN
SQUARE
VARIANCE
RATIO
Between remarks 238,157.76 7 34,022.54 38.57**
Between wards 35,616.62 18 1,9.78.70 2.24*
Residual 491,141.49 126 882.00
TOTAL 307,895.87 151
* Significant at 1%
** Significant at 0.1%
(Analysis relates to remarks coded 1, 5, 10, 13, 16, 17, 18, 20.)
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General: This group consisted of 6 headings and the volume of comment
under each was as follows:- %
No remarks 55,3
No complaints ■ 14.7
No improvement needed 19.5
Private patients, unable, too ill, -96
dead
General improvement since last time <1.0
Fall in standards since last time <1.0
Although.over half of the remarks were simply expressions of disinclina­
tion to comment, there was still a large volume of opinion which held .that 
there were no complaints or no improvements were needed. In addition to 
being the largest group, the proportional volume of comment under this \ 
heading produced the greatest variation between wards of all groups. Over 
40% of the comment from private patients was in die ’general1 group by 
comparison with only just over 22% for a female surgical ward.
Analysis of the 3 principal remarks in this group showed wide variations 
between wards. For the two remarks, "no complaints" and "no improvement 
needed", wards 17, 18, 12 and 2, together with the Eye Hospital, were again 
amongst the highest percentages and wards 20 and 6A amongst the lowest.
The medical wards produced more comment than surgical, and within these, 
male'wards more than female. Both units yielded more comment than 
specialties or accident wards. A surprising feature of this part of the 
analysis is the ranking of medical and surgical wards according to medical 
firms for the perceptag.es of patients who simply wrote "no comment" on this 
part of the questionnaire. In both groups of "no complaints" and "no 
improvement needed", the position of medical and surgical wards is clearly 
related more to the sex of patients than to other factors. The male 
Accident ward, however, occupied a relatively low position in both cases, 
close to the female Accident ward.
3 9k
Care and treatment: The headings included in this group covered likes,
dislikes and suggestions relating mainly to general care and attention, 
treatment, investigations, operations, etc. In all 2,855 such comments 
consisting of the following:~
Liked the care and attention
Liked the efficiency of treatment
Liked everything
Liked the rest
Liked going home
Like patients' (company, helping 
them, etc.)
Other (miscellaneous)
As with the preceding group, by far the most frequent single comment was 
in effect an expression of approval of the care received. Rest was the 
next most important single item. The number of criticisms of care and 
attention was considerably smaller, the most important cause of dissatis­
faction being boredom, closely followed by dislike of being in hospital 
and having to use bedpans. There was a small group in both columns to 
whom other patients were a major cause of either satisfaction (their 
company and being able to help them) or dissatisfaction (an irritant, 
embarrassment, cause of distress, etc.). Fig. 9.8 shows the percentages 
of favourable and adverse comment on care and attention by ward. Although 
the most satisfied.wards are also low on adverse comment, the same does 
not hold good for all wards. The female accident patients had higher 
percentages than the male ward on both comments. An inter sting feature of 
these percentages is the clustering of the familiar top wards, with the 
highest percentage of favourable comment given by the private patients and 
the intensive care unit. Ward 17 was exceptionally high even within this 
group. At the same time, it did have a very low proportion of adverse 
comment, whereas the runner up, ward 18, had none. A similar pattern 
applied to the Intensive Care patients, but the private ward in addition 
to its high level of favourable comment, also produced the second highest 
level of adverse comment. Neurosurgical patients had a relatively low 
percentage of favourable comment (but by no means the lowest( at the same
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time producing the highest adverse comments which amounted to almost twice 
as much as the next highest, namely, the private ward.
Surprisingly out of over 15,000 comments from over 4,000 patients, the need 
for more staff was mentioned only 106 times and this was associated with 
the volume of comment on lack of attention. The Intensive Care area was 
the only one in which the patients did not complain of lack of care and did 
not think more staff were needed. Neurosurgery (ward 14) and female 
Accident patients (ward 20) experienced the highest level of lack of care .. 
and expressed the highest need for more staff. Wards 21 and 6A were 
nearest to them on both of these rankings and; as already shown, these were 
in fact the least satisfied wards of all in the survey. Overall, however, 
the combined Accident patients more than all others, felt the need of more 
staff, followed by Medical patients, Specialty patients and Surgical 
patients. Only a very small proportion of Eye patients felt this need. 
Several patients, however, expressed the view that the problem was not so 
much one of shortage as bad organisation and deployment e.g. - "how often 
did we hear the cry ’there's only two of us on’ when the ward had been 
saturated with nurses earlier in the day." Another patient who had been in 
four different wards expressed amazement at the absence of any appearance
of varying the allocation of nurses to wards according to differences in 
the volume of work in the two wards.
\
Staff Appreciation: Most of the comment under this heading referred to
"staff" generally rather than specific groups. Even so there was a 
considerable amount of comment specifically relating to nurses, doctors, or 
both. The actual numbers were as follows:-
The staff 1,279
Nurses 511
Doctors
■ • and Nurses 348
Doctors 100
Others 20
The total number of specific criticisms of staff from the survey population 
amounted to only 50. Among these, the most frequently recurring were 
unfair treatment of junior nurses by seniors, and indifference, condescen­
sion, cruelty, and inadequate attention towards other patients. Wards 18,
2 and 17 produced the lowest level of criticism and wards 20 and 21 a
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noticeably higher level than the remainder. Surgical patients expressed 
more appreciation in general under these headings than other units, and 
amongst single sex wards, female patients more than male. This was 
particularly true of appreciation of doctors and in this respect most of 
the medical unit and some Specialty wards scored highest. Despite the 
equally low ranking of both Accident wards on the percentage of patients 
vho received information from their doctors and the relatively low 
satisfaction of patients generally on the adequacy of information, the 
female accident patients were ranked eighth overall in their appreciation 
of doctors whilst the male accident patients were lowest. A similar 
pattern was true of a male and female medical ward of the same firm, both 
of which were ranked highly on information from their doctors. The female 
ward, however, was third highest for appreciation of doctors and the male 
ward second lowest. The Neurosurgical patients were amongst the bottom 
three wards for appreciation of nurses specifically, but higher than other 
specialty wards for doctors and nurses combined.
Personal reactions to wards: This group included 1,071 comments of which
956 reflected favourable reaction. For 519 patients the most likeable 
feature of their stay had been the happy atmosphere and for another 147 
the feeling of security was most important. The three highest scores for 
happy atmosphere were in a female medical ward (21) (despite its relatively 
high*level of criticism on care) and a male and female surgical ward (2) 
and (19). Overall, surgical wards had higher percentages for this comment 
than did medical wards, which in turn were higher than specialty wards. The 
combined Accident wards were lowest of all. The percentage for the male 
ward, however, was twice as great as on the female ward. On security, 
surgical patients were again highest and included one exceptionally high 
score from a female ward (10). They were followed by Specialty patients, 
Medical and Accident wards. Within the Medical unit there were two high 
scores on feeling secure (wards 17 and 18). The lowest under this heading 
was also a medical ward (11) with female accident and eye hospital patients 
only slightly higher.
Although unfavourable comments under this heading were very much in the 
minority, the most frequently recurring ones were objections to moving of 
beds, changing wards, lack of continuity etc. Of patients who had spent- 
all or part of their stay in side wards, 30 said that the least attractive 
feature of their stay had been loneliness and isolation from other patients.
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Meals: This was the only one of the main groups of comment in which
disapproval and criticism far exceeded satisfaction. Of the total of 
1,054 comments, 816 were critical or dissatisfied, leaving only 238 
favourable. The two major causes of criticism were the lack of variety, 
especially at breakfast and the general complaint that the food was cold, 
unappetising or deplorable. Of the remainder the most frequently recurr­
ing comment was dislike of the times of meals, again, particularly 
breakfast. Associated with this was the complaint from some women in 
mixed wards that they were obliged to get up and go to the dining room 
before washing or dressing to have breakfast with male patients, also in 
dressing gowns, unshaven, etc. Of the favourable comments, 229 patients 
said the food was excellent/well cooked, a good menu, etc. Analysis of 
these remarks by ward (see Fig. ) shows wide variations. There are two 
exceptions to the main patterns in the Eye Hospital and Intensive Care 
area. The Eye Hospital was the only one with scarcely any criticisms and 
a high level of approval, whilst the Intensive Care patients expressed no 
approval at all and the highest level of disapproval of all wards. Male 
and female ENT patients were also highly critical followed by a female- 
medical ward, a male and a female surgical ward, male orthopaedic, and 
private patients. In all of these wards, there were by comparison, 
relatively low levels of approval. In the remaining 13 wards, criticism 
predominated but was matched by high levels of approval in relation to the 
volume of .criticism. In 6 of these wards the two percentages were almost 
equal and of the 6, 5 were male wards. *
Some of the problems concerning food appeared to relate to special diets. 
For example, being offered fish and chips as a first meal after a week of 
vomiting and fluid diet. Another patient, however, complained that he was 
starved for two days and then told he was dehydrated. Many patients were 
hungry because of the early supper and long gap until breakfast and 
requested a late evening snack. One said that they could not have survived 
if they had not been able to have fish and chips brought in by visitors and 
numerous patients found the breakfasts inedible despite being hungry.
These consisted of "hard boiled eggs every day without exception and no 
alternatives" together with "soggy bread prepared hours earlier and kept 
damp to prevent the edges curling". There were recurrent pleas for an 
early cup of tea, and breakfast later. On the quality of the main meals, 
a patient, who was chef at one of the Oxford Colleges, wrote at length that 
the food was good but ruined in the cooking and serving, and a local 
butcher made the same point.
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After ranking the wards according to the percentage of favourable remarks 
in the unstructured sections, the ranking order was compared with that of 
the percentage favourable replies to the dichotomous questions with the 
results shown in Fig. 9.9.
9.10 COMPARISON OF STRUCTURED AND UNSTRUCTURED REPLIES
Sex
M
M
M
M
M
M
M
F
B
F
F
B
F
B
F
M
F
F
F
9 Ranking order of wards for favourable comments in structured 
and unstructured questions.
Structured Questions
Ward No.
Spearmans co-efficient of rank correlation = + 0.8£
The high correlation between the two ranking orders is clearly apparent and 
produced a Spearsmans rank correlation coefficient of +0.85. Equally, the 
higher satisfaction levels of all-male wards is again seen and the 
relatively low position of all-female wards and of Accident wards, both 
male and female. Wards 12, 18, 2 and 17 remain the top four wards under 
both headings. At the lower end of the scale the order is slightly altered 
but wards 20 and 6A remain amongst the lowest and wards 14 and 10 move down 
in the structure column and wards 4 and 21 up slightly.
9.11 EFFECT OF SEX ON SATISFACTION LEVELS IN MIXED WARDS,
Throughout the survey, data from wards 6A and 6B were despatched from the 
hospital under separate groupings to correspond with the exisiting records 
and in consequence were treated separately on the analysis. The difference 
in the levels of satisfaction between the two was of particular interest 
because there were male and female patients of one ward, under the control 
of the same sisters and medical staff, and nursed by the same nursing and 
other staff. In view of this difference, data on the remaining mixed wards 
were analysed separately. The overall satisfaction levels on the 
dichotomous questions for all the mixed wards, including ward 6, were as 
follows:-
WARD MALE FEMALE % DIFF.
6 ENT 89.6 CO . 00 2.8
14 Neurosurgery 86.8 84.6 2.2
15 Intensive Care 82.1 83.8 1.7
16 Private Patients 87.0 81.3 5.7
99 Eye Hospital - 92.3 90.7 2.6
The higher level of satisfaction in the male patients held good for all but 
ward 15 in which the reverse was true. In this respect ward 15 differed 
from all other mixed wards or pairs of male and female wards, but 
additionally, the sample size for this ward was considerably smaller than 
the remainder and the comparisons of the percentage results may therefore 
be misleading. In general, however, the higher satisfaction of male 
patients than females remains an interesting characteristic. It is still 
present after the exclusion of a question which produced a bias in the 
opposite direction - in both the mixed and the paired male and female wards 
more women had, without exception, been in hospital before, than had male 
patients. Assuming a relatively hi gjh. level of complaint to be a possible
Vindication of dissatisfaction the fact that tere were more complaints from r 
male than female wards without exception (in reply to the question which 
specifically asked whether complaints had been made) clearly lowered the 
overall rating for male patients, as did thier consistently higher dis­
approval of rules and regualtions. Despite this, however, .they retained 
a higher overall satisfaction level. T.here was no significant difference 
between the overall satisfaction of patients who had been in hospital before 
and those who had not.
9.12 FACTOR ANALYSIS
Where a large number of questions are involved it is sometimes useful to 
see if they can be grouped into a smaller number of classes or factors 
which adequately describe the underlying pattern of the data. The 
statistical technique of Factor Analysis has been designed for this purpose 
and is essentially exploratory. It is particularly valuable in examining 
possible sources of variation that are as yet unidentified or at least 
known only in the broadest terms. This does not mean that submitting any 
set of measurement to a factor analysis will automatically expose the 
essential components. Cattell (1966) points out that factor analysis "has 
advantages where (i) the number of variables to be watched over and thought 
about is bewilderingly large (ii) there has been little success after 
several years in reaching agreement on major concepts and (iii) there is 
reasoh to expect complex interactions, which are not easily experimentally 
explained." Successful efforts at exploration rarely start from a position 
of complete ignorance but rather from a number of tentative hypotheses 
which will be confirmed, refined, or else refuted by the analysis. In 
other words a analysis may modify the nature of the hypothesis and often, 
in addition to the factors which have been envisaged, it may reveal one or 
more factors hitherto unsuspected.
The method of factor analysis has been described in various text books 
(Harman, 1967; Kendall 1957; Lawley and Maxwell, 1971; Thurstone, 1947). 
Briefly it starts with the correlation matrix. From this "scores" or 
"loadings" are obtained which measure the degree of association between 
each variable and certain common factors that underlie them. A typical 
conclusion is that a variable has a loading of 0.8 on factor F[, 0.4 on 
factor F2 , 0.3 on factor F^ and no loading on factor F^, Thus variables
are apportioned to factors in degrees and not in terms of either/or, 
yielding a much more realistic picture of the topography of the variables 
used in the investigation.
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Large scale factor analysis is only possible with a computer and, in this 
instance, the IBM 1130 statistical package was used. The correlation 
matrix for the dichotomous variables is given in Table 9.6a from which 
die first 4 factors can account for 69.8% of the total variance. The 
cumulative percentage for each factor is as follows
Factor 1 37.4%
2 53.0%
3 62.5%
4 69.8%
Thus, over a third of the variance is accounted for by the first factor 
and a further 16% by the second factor. It is,therefore, of value to 
consider these factors, especially the first factor, in some detail.
Table 9.24 gives the factor loadings for each of the first four factors 
for the dichotomous questions numbered in the questionnair from 1 to 28 
and 32. The first factor, on which most of the loadings are positive, 
appears to be fairly general with large weights on most variables. This 
is consistent with the large measure of agreement between wards and could 
be labelled "general satisfaction". The other factors are bipolar with 
roughly half the loadings positive and half negative. The fact that many 
of the loadings are negative makes interpretation difficult and to clarify 
the situation it is often helpful to rotate the axes. The IBM statistical 
package adopts the varimax method due to Kaiser (1958) so that the new 
loadings tend to be either relatively large or relatively small in 
absolute terms as compared with the original ones. The results of the 
rotation on the loadings is given in Table 9.25. It would seem reasonable 
to conclude that the "general satisfaction" is dominated by staff
consideration as indicated by the comparatively high loadings, on
questions 21 to 24 which were:-
Question 21 Did you feel you were accepted as a person by the ward 
staff?
Question 22 Did you feel that there was a happy atmosphere among the 
staff and patients?
Question 23 Did you feel secure in the wards when sister was on duty? 
Question 24 Did you feel secure in the ward when sister was off duty?
TABLE 9.24 Factor loadings for 29 questions.
QUESTION
NUMBER
FACTOR LOADINGS
I II III IV
1 0.390 -0.454 0.260 0.268
2 0.766 0.190 0.090 -0.325
3 007702 -0.199 0.350 -0.119
4 0.463 -0.197 0.115 0.540
5 0.793 -0.256 -0.178 0.027
6 0.584 -0.089 0.355 0.299
7 0.270 -0.672 0.406 0.016
8 0.544 -0.676 -0.331 -0.049
9. 0.325 -0.678 -0.452 -0.058
10 0.647 -0.559 -0.238 0.004
11 0.050 0.495 0.642 0.109
12 0.508 -0.346 0.603 0.040
13 09811 0.228 0.288 -0.209
14 0.573 0.472 0.209 0.239
15 0.475 0.583 0.275 -0.281
16 0.540 0.297 0.330 0.132
17 0.844 0.071 -0.167 -0.064
18^ 0.811 0.066 -0.235 -0.319
19 0.679 -0.030 .0.067 -0.362
20 0.872 -0.129 0.111 ‘ -0.193
21 0.894 -0.004 -0.241 0.240
22 0.629 0.541 -0.317 0.161
23 0.615 0.460 -0.263 0.374
24 0.665 0.335 * -0.444 0.378
25 0.796 0.154 -0.171 -0.037
26 -0.045 0.452 -0.462 -0.195
27 -0.073 0.713 -0.035 -0.005
28 -0.416 0.006 0.011 -0.498
32 0.590 0.058 0.026 -0.623
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TABLE 9.25 Factor loadings after rotation, for first four factors
for all wards for questions 1 to 28 and 32.
QUESTION
NUMBER
FACTOR LOADING
COMMUNALITY1 2 3 4
1 -0.123 -0.430 0.062 -0.054 0.809
2 0.266 0.007 0.191 -0.898 0.916
3 0.067 -0.228 -0.011 -0.700 0.921
4 0.196 -0.12,5 0.142 -0.054 0.725
5 0.183 -0.505 0.1.57 -0.524 0.791
6 0.323 -0.172 0.388 -0.114 0.847
7 -0.478 -0.403 0.401 -0.005 0.837
8 0.019 -0.881 -0.028 -0.280 0.898
9 0.006 -0.953 -0.056 -0.028 0.914
10 0.148 -0.820 0.076 -0.299 0.860
11 0.176 0.507 0.113 -0.039 0.966
12 -0.205 -0.282 0.488 -0.154 0.897
13 0.188 0.024 0.585 -0.646 0.877
14 0.551 0.322 0.106 -0.445 0.781
15 0.265 0.365 0.704 -0.389 0.861
16 0.205 0.165 0.722 -0.147 0.765
17 0.331 • -0.248 0.193 -0.686 0.847
18 0.242 -0.242 0.122 -0.859 0.945
19 0.128 -0.396 0.678 -0.375 0.817
20 0.162 -0.304 0.123 -0.822 0.940
21 * 0.607 . .-0.471 0.327 -0.352 0.948
22 0.873 -0.074 0.299 -0.222 0.912
23 0.895 -0.038 0.118 -0.199 0.891
24 0.794 -0.152 0.025 -0.286 0.906
25 0.431 -0.333 0.526 -0.375 0.831
26 0.206 0.072 0.295 0.102 0.838
27 0.564 0.321 0.016 0.112 0.882 *
28 -0.173 0.016 -0.073 0.101 0.723
32 0.002 -0.122 0.385 -0.745 0.807
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Factor 2 appears to be related to food. The loadings before and after
rotation were mainly negative and highest for questions 8, 9 and 10.
Question 8 Were the meals satisfactory?
Question 9 Did you have enough choice of dishes?
Question 10 Was your food appetising?
What this factor indicates is that patients who find fault with the food 
are also likely to be dissatisfied with most other services.
Factor 3 would seem to be associated with the reception, questions 15 and 
16 having the highest loadings after rotation Sy­
Quest ion 15 Did you have enough notice of admission?
Question 16 Was your reception satisfactory when you first reached
hospital?
Factor 4, like factor 2, is largely negative and is rather indefinite but, 
in any case, it accounts for less than a tenth of the total variation.
The importance of this analysis lies in its clear demonstration of the 
overriding importance to the patient, irrespective of sex or specialty, of 
staff relationships and the general ward atmosphere. Undoubtedly this is 
the key to an efficient and successful hospital as judged by the patients’ 
self perceived needs or expectations vis a vis their hospitalisa.tion.
9.13 SUMMARY AND DISCUSSION .
Despite some fairly strong indications of gaps in the care received, the 
patients expressed a high level of satisfaction. This did, however, vary 
between wards. Although the range in overall percentage satisfaction to 
the structured part of the questionnaire was only 10%, there were1 some 
consistent trends in the ranking of wards on individual questions which 
were reflected in the overall ranking. The unstructured part of the 
questionnaire produced a large volume of comment which confirmed the 
conclusions on the dichotomous questions.
The most significant trend was the higher satisfaction level of male wards 
in general over female or mixed wards. In addition, the range within the 
6 male medical and surgical wards was only approximately 3% and the 
individual scores equally divided between two levels. Wards 18 (medical) 
and 2 and 12 (surgical) had an average percentage satisfaction of 92% and
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wards 11 and 17 (medical) arid 7 (surgical) 89%.
Another feature of this distribution is that the 3 lower level wards are 
parts of professorial units and the 3 higher level, of non professorial 
imits. The. range for the 6 corresponding female wards was greater. The 
highest level was for a surgical ward (19) which achieved the same > 
percentage as the 3 lower level, niale wards. A medical and surgical ward 
(wards 1 and 13) were 2 per cent lower and a further medical and surgical 
ward (wards 3 and 10) 1 per cent lower still. The last ward, ward 21 
(medical) had a score of 84% giving a 6% overall range i.e. twice as 
great as the male wards. As with the male wards, the 3 lowest female 
wards belonged to professorial units. These variations results in a 
slightly higher overall satisfaction level for surgical patients than 
medical.
Because of the separation of the ENT data from male and female patients 
the range for the specialties unit appears greater. If these two are 
averaged, however, they lie at the centre of a 3 per cent range which is 
just below the median score for the previous two units, with private 
patients most satisfied and neurosurgical patients least satisfied. It 
could thus be argued that the policy of mixed sex ward is associated with • 
a levelling out, rather than a levelling up, of patient satisfaction.
The average difference between male and female patients on the mixed wards 
was 3 per cent by comparison with an average of 4 per cent on the;separate 
sex wards of the same medical firms. The relatively low levels, therefore, 
disappear but, so also do the high scores. Perhaps these- comparisons are 
not strictly valid as each of the specialty wards nurses a different type 
of patient. The only fair comparison would be with mixed medical or 
surgical wards but these do not exist in the Radcliffe Infirmary. The 
apparent association between the satisfaction levels of wards and their 
medical firms may be simply coincidence with such a small number of wards. 
It seems likely that the nature of the patient's illness influences the 
satisfaction level but this again is difficult to say, as with each 
specialty there is only one ward or pair of wards. The fact that both 
Accident wards have exceptionally low satisfaction scores make the 
hypothesis a plausible one, however. Despite having a 4 per cent higher 
score than the female accident ward, the male ward remains lower than 3 
female wards arid 3 specialty wards, and 3 per cent lower,than the lowest 
remaining male wards. The Eye Hospital with a high satisfaction level is
of interest because of this fact. It does not provide a fair comparison, 
however, because of its relatively low work load and organisational .• 
isolation both historically, ,geographically and structurally (both in = 
staffing and facilities). Equally, because of the absence of student 
nurses it does not rrovide the basis of comparison between patient f 
satisfaction and staff evaluation which are discussed in the next -chapter * 
Although the comparisons with the King’s Fund survey are not exact for ; • ' 
the reasons given they do tend to indicate that the: patient satisfaction 
at the Radcliffe Infirmary, while being comparable .overall with the 
King’s Fund hospitals, is notably lower under ceirtain headings, 
especially satisfaction with care. Both surveys revealed an association 
between increasing age and level of favourable reaction, which, .in turn 
was uninfluenced by length-of stay. The significantly better reaction ;of 
Radcliffe Infirmary male patients than female patients was not present in 
the king’s Fund survey. Conversely, the better reaction of mixed wards in 
the King's Fund survey than single sex wards was not apparent in; the 
Radcliffe Infirmary. The specialties of the King’s Fund mixed wards are - - 
not stated and this could provide an explanation. Again, it must be said 
that the overall satisfaction ranking of the King * s Fund repoirt is based 
on the replies to a specific question on overall contentment. This ,
question was not asked of the Radcliffe patients and their ranking is • 
based on the number of satisfied replies to the yes/no questions and 
favourable, comments in the second half of the questionnaire, so that this 
is, at best, only a very rough comparison. Patients might easily say that 
they were contented overall despite making critical comments on specific 
topics.
Although some of the additional comments of the King’s Fund patients were 
similar in nature to those of the Radcliffe (i.e. being rushed because of 
shortage of staff, being left in pain for hours following emergency;, 
admission, being discharged with inadequate warning or lack of transport) 
many of the remarks of the patients in the Radcliffe Infirmary were much 
more extreme. Even so, the Radcliffe patients were no less lavish in their 
gratitude to and praise of the staff, especially nurses, than were the 
King’s Fund patients. Despite this, however, wards which were associated 
with some of the most extravagant expressions of.gratitude also: produced
serious criticisms which reflected directly on the sort of care which was 
given.
Finally, however, crude the measure, it is clear that the patients' 
overall ranking on satisfaction follows, with minor exceptions, the 
nursing staffs' ranking on care and environment. This, was further 
corroborated by the volume and nature of comment and criticism under 
specific headings.
This finding on patient satisfaction is of’considerable importance.
It adds confidence to -the previous results, particularly those of the 
student nurses and their superiors and equally importantly, opens up a 
possible method for'measuring and identifying hospital performance and 
problems on a regional and national scale. Up to now it has been 
commonplace to denigrate patient questionnaires as a source of reliable 
information but, if the experience of this survey is typical (and there 
is no reason for thinking otherwise), the use of patient questionnaires 
for this purpose has been vindicated. An additional discovery has been 
that of the consistently high correlations between the replies to the 
dichotomous and unstructured questions. Both of these findings have ' 
implications for the design of future research into patient care and 
will accordingly be given due consideration in the design of the next 
stage of this research.
S E C T I O N  IV 
CONCLUSIONS AND RECOMMENDATIONS
Uio
AN OVERVIEW AND AN ALTERNATIVE. CHAPTER 10
From the material of Chapters 1 and 2 it was shown than an organisation 
such as the Radcliffe Infirmary, is by its very nature frought with 
potential conflict and that the nursing service is for the same reason, 
likely to be particularly vulnerable in this situation. The statistical 
analysis demonstrated the intensity of the Radcliffe work load in terms of 
its short length of stay combined with high occupancy by comparison with 
other such hospitals, and the effects of this in pressure on the staff at 
and above ward level were demonstrated in Chapters 5 to 8. Equally the 
evidence of Chapter 9, despite a high percentage of satisfied patients in 
general, suggested that the Radcliffe compared poorly with a number of 
other hospitals in this respect. It was also shown in Chapter 3 however 
that conventional patterns of hospital management offer little hope of 
achieving the co-ordination and commitment which are essential for organi­
sational effectiveness. The reports on Medical, Nursing,and Hospital 
organisation reviewed,were seen to lack the necessary framework for resol­
ving this dilemma. The prevailing organisational relationships as evinced 
in Chapters 5, 6, 7, and 8 were seen to reflect the inevitable dysfunctions 
of a traditional and inadequate system.
The UOH had nevertheless been the subject of a unique experiment in hospital 
management which had become operational more than two years prior to the 
commencement of this study. It was seen in Chapter 3 that the McKinsey 
system embodied in principle the basis of the essential vertical and 
horizontal co-ordinating mechanisms which were a fundamental part of the 
more modern concepts .of management outlined in the same chapter. Yet despite 
guarded optimism amongst senior medical staff (Chapter 6) the profile pres­
ented by the nursing hierarchy in Chapters 5 and 7 suggested that the 
structure and effectiveness of the new pattern left much to be desired, 
both at and below the level of the Executive Committee. At the top level, 
the horizontal links were unbalanced and weak, and below this, both ill 
defined and largely non functional. As these observations are clearly 
relevant to and indeed vital for the optimal effectiveness of nursing servi­
ces both at and above direct patient care level they demand closer examina­
tion. Clearly from the evidence particularly of Chapters 5 and 7 the 
nursing hierarchy in the Radcliffe Division of the UOH was itself less than 
effective. Equally from Chapters 5, 6 and 7 it was seen that the organi­
sation of medical work was little if any better, and relationships between
the two groups above (and in some instances within) ward/departmental 
level were frequently characterised by attitudes of open hostility. The 
problems of this fragmented structure are discussed in the following 
paragraphs in the nature of a comparison between the data obtained from 
the UOH and a proposed structure based on the findings of research into 
organisational structure, behaviour and effectiveness. Following this, 
the situation as described by ward staff and patients is compared and 
discussed in relation to the management structure.
The publications of Etzioni,(1961, 1969) Pugh,(1971) Vroom,(1964) Hertzberg 
(1968) and others referred to in earlier chapters showed that all arrived 
from different starting points at the same interim stage in the search for 
understanding of organisational problems, namely, that effectiveness could 
only be achieved by involvement of individuals at all levels in the pursuit 
of the organisations objectives. Personnel must therefore be motivated to 
this end. Further, the motivation could be developed only if in the 
achievement of these objectives, the self fulfillment of the employees could 
also become a reality. A possible solution was referred to briefly at the 
end of Chapter 3., It represents the most recent developments in this field 
of research and arose from the observation that some organisations demon­
strated considerable success both in the achievement of- their objectives 
and the satisfaction of their employees. A third common characteristic was 
their atypical approach to management. It is from the observation of these 
organisations at work that newer theories of management began to emerge.
Although these theories as explained by Lickert in 'New Patterns of Manage­
ment* are not yet fully validated, sufficient research in numerous organi­
sations, including hospitals in several countries, has consistently confi­
rmed the basic propositions and tentative hypotheses to recommend a consider­
able degree of confidence in their application. Because both nursing and 
medical services in hospital operate a hierarchical system of control, 
despite the difference at the most senior level whereby nursing has one 
appointed CNO and medicine an incredible plateau of chiefs (in the defi­
nitions of the Brunei University research team - a non hierarchical self 
regulating peer group) both should be capable of adapting to the principle 
of overlapping work groups. (Lickert 1961.p!90) Horizontal and vertical 
co-ordination is achieved by the linking-pin function and the entire stru­
cture dependant for its success on the capacity of every superior at every 
level "to build an effective interaction-influence system in that part of 
the organisation which his own work group co-ordinates."
The principal of hierarchical control by means of which nursing services 
are traditionally organised, is associated with authoritarianism, centra­
lisation of decision making and accountability upwards, all of which are 
inimical to the operation of the revised management system described by 
Lickert (1961) as follows:-
"All the authority or influence (in the old system) is seen as 
coming from the top downward. Under the new theory, influence 
upward and sideward is as much a part of the organisational
process as influence downward ..... different levels should
not be thought of as having more or less authority, but 
rather as co-ordinating or linking larger or smaller numbers 
of work groups." (p 186)
Equally, in such a system, the level of influence exerted would depend on 
the nature of the decision, that work group to which it was most appropriate, 
regardless of size etc exerting the major influence in that particular 
situation. A final essential component of the new systems of management 
is that of the principle of supportive relationships.
Again quoting Lickert (1961)
"The leadership and other processes of the organisation mast be 
such as to ensure a maximum probability that in all interactions 
and relationships- with the organisation, each member.-;w±ll, in 
the light of his background, values, and expectations, view the 
experience as supportive and one which builds and maintains his 
sense of personal worth and importance." (p 103)
The supportive relationships thus described are dependant on effectively 
functioning work groups which must demonstrate a high degree of group 
loyalty, effective skills of interaction, and high performance goals.
Thus, an ideal situation will be one characterised by highly effective 
work groups in which personnel function "not as individuals but as 
members of (these) highly effective work groups with high performance goals." 
All groups should contain members who also hold overlapping group member­
ship, so that the superior in one group is a subordinate in the next, 
thus providing the linking process for both line and staff members.
In figs 10.1 to 10.3a Lickertfs own diagramatical representations of these 
structures and their operation, by comparison both with the more traditional 
managerial structure and those of the UOH are reproduced. The analogy with 
the hospital management structure is clearly not exactly comparable but 
the principle remains the same. It will be seen that these diagrams provide
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the basis for discussion of the organisation of the UOH as a whole, in
relation to the McKinsey management structure, and also of the individual
strands of the tripartite system described in Chapters 2 and 3. As how­
ever for the purpose of this thesis, the emphasis throughout has been on 
nursing services per se, and the adequacy of the management organisation in 
relation to them, this discussion is dealt with in respect of these two
headings in reverse order, followed by the implications of both, at the
patient care level in the wards. Figs 10.1, 10.2 and 10.3 show Lickerts 
organisation charts, and Figures 10.1A, 10.2A and 10.3A show the same charts 
adapted to describe the comparable situation in the UOH.
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Fig 10.1 Typical Organisation Chart Fig 10.1A UOH Traditional organisation
Chart
In Fig 10.1 the circles represent the President, and the Vice President and 
others who report directly to the President of a company. In Fig 10.1A 
the corresponding circles represent the relationship between the UOH Board 
of Governors (B.O.G.) and the various Chief Officers, i.e.:- 
The Administrator, Chief Nursing Officer, Treasurer, Chairman of Medical 
Staff Council (elected from 132 UOH Consultants), all of whom are account­
able to the Board of Governors. In addition, it should be remembered that 
certain Senior Medical Staff (who are all automatically hjwibers of the 
Medical Staff Council) (MSC) are also appointed to the B.O.&  by the 
Secretary of State on the nomination of their colleagues and Members of 
the Board.
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10.3 Group pattern of 
organization
Fig. 10.3a UOH Executive Committee
Figs 10.2 and 10.2a show Lickerts diagram of the organisational relation­
ships which prevail in the traditional management structure, the solid 
vertical lines denoting deliberately defined boundaries between the various 
disciplines, which in the hospital situation as the figure shows, are those 
of Medicine, Finance, Nursing, Administration, etc. The disadvantages of 
this pattern are elaborated in detail, the principal one of which is the 
absence of the desire or the mechanism for the operation of influence and 
participation in decision making. The President (Board of Governors) takes 
the decisions, following consultation with the individuals he (or they) 
consider to be appropriate to the particular situation. The inability of 
an organisation to carry, such decisions through to the point of effective 
action has been demonstrated repeatedly both in the research reviewed by 
Lickert and no less obviously in the examples quoted in Chapter 1 of this 
thesis. Basically, the Lickert pinciple rests on the recognition of indi­
viduals in organisations as people, rather than cogs in a machine, and the 
effective performance of the machine depends upon the ability of its 
managers to develop in these individuals the motivation and the ability to 
work together as groups towards the achievement of its objectives.
The management structure demonstrated in Fig 10.3 and 10.3A can thus be 
seen to have potential for effectiveness only to the extent that its 
composition reflects a balanced representation of the total work force, and 
that it constitutes the peak of several overlapping groups at different 
levels in the organisation. Again using Lickerts diagramatic representation,
UOH
Figure 10,4 shows the appearance of the whole organisation based on 
this principle and the dark lines denote interaction between individuals 
as well as between the groups.
F ig lO  Jj-The overlapping group form of organisation. Worlc groups vary in size as 
circumstances require although snowu here as consisting o f four persons.
There is however one further essential element missing from Fig. 10.4 
whereby the whole constellation of groups is linked to ensure continuity 
of influence, communication and participation between the base and the 
peak of the entire structure and between the different horizontal points 
of contact. This linking pin function as Lickert calls it is shown in 
Fig.10.5
Fig 10.5 The Linking Pin
The double ended arrows denote the two way link provided by those members 
of each group who peform the overlapping function, by means of membership 
of the next group.
It is at this point that the comparison between the McKinsey management 
structure and the Lickert principle becomes difficult, if not, in the 
present situation impossible. It must be pursued however, because despite 
the difficulties, it remains the most hopeful line of exploration within
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the context of modern as opposed to classical theories of management. The 
first Chapter of Lickerts book ends with the following assertion:- "Most 
of the research findings on which the newer theory is based have come from 
studies in business. But application of the theory is not limited to 
these enterprises. It is equally applicable to other kinds of organised 
human activity, such as schools, voluntary associations., unions, hospitals, 
governmental agencies, scientific and professional organisations, and the 
like. The specific procedures will vary with the organisation, but the 
basic theory can be applied to all." On the same theme, it is now over 
thirty years since Follett (1971) referred to the "law of the situation," 
from which all orders should be taken:- ".....this is what has to take 
place when there is a question between two men in positions of equal auth­
ority. The head of 'X' department does not give orders to the head of 
* Y* department, or vice versa. Each studies the market and the final dec­
ision is made as the market demands .... this is, ideally what should take 
place between any head and his subordinates. One ’person* should not give 
orders to another ’person* but both should agree to take their orders from 
the situation ...."
Returning to Fig 10.4 and 10.5 the prevailing theoretical system at the
UOH in the wake of the McKinsey Study can best be shown by a departure from
the Lickert type of diagram. The geographical relationship between the
sites bf the UOH was shown in Chapter 2 and the composition of the Medical
and Nursing divisions in Chapters 3 and 4. In Figure 10.6 the vertical
columns represent the different geographical locations in the city regard- •
less of size, function etc. The Salmon Nursing Divisions and McKinsey
Medical Divisions are superimposed horizontally and the theorectical links
between the two (in those divisions between which links were proposed/ * following the McKinsey study) are shown.
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Fig 10.6 UOH Medical and Nursing Divisions
By converting Fig. 10.6 to a Lickert diagram the inconsistencies of the 
post McKinsey system can be clearly demonstrated.
SITES 1: RADCLIFFE 2: CHURCHILL 3: SLADE 1*: COWLEY ROAD 
Fig 10.7 UOH Top Management Structure
Even accepting the McKinsey argument outlined in Chapter 3 for a predomi­
nance of doctors and Members of the Board of Governors at the Executive 
level during the introductory period, the restriction on voting and the 
overwhelmingly outnumbered position of other members especially nursing,
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is difficult to defend on the ground of good management alone. Rather it 
seems that this took second place to what had to be a major objective of 
the Management Consultants, namely, that of acceptance of a new manage­
ment principle, in return for a heavily distorting compromise in favour of 
the two major power groups, the Doctors and the B.O.G. Fig 10.7 shows both 
the existing Salmon Divisions and -their locations at the time of McKinsey 
and the Medical Divisions and their locations created for the new structure, 
with which it was said the Salmon Divisions should be able to fit in' quite 
easily. The non medical/nursing elements of the structure are shown in 
outline with dotted lines only, as thqy are not part of this discussion.
It is however relevant to comment briefly on their place in the Executive 
Committee because they represent large and important aspects of the total 
organisation, and in discussing the balance of Executive Control they must 
be included. As it will be argued that the Medical/Nursing balance is 
inappropriate, what of the remaining disciplines?
If it is accepted as was shown in Chapter 1 that this is a Professional 
Organisation ie:- one in which the primary functions of patient care and 
treatment are executed by the two main professional bodies of medicine and 
nursing, it is appropriate that they should be in a position of major 
influence at the top management level. As the function of the Administra­
tion in such an organisation should be that of managing and co-ordinating 
the execution of the secondary function of providing the primary operators 
with all the necessary supporting and ancillary services required to 
achieve the’ primary objectives, his is clearly a vital management role with 
automatic right of membership of the Executive Body. Likewise the Treasurer, 
without whose advice no policy decision can be adequately considerd.
Either or both may argue-that this degree of representation is insufficient 
and that each should be accompanied by his deputy or that the House Governors 
should attend. This immediately rqises the problem of dual status for the 
latter in the shape of equal status at the executive level with that of 
their superiors in the administrative hierarchy. The nature of potentially 
untenable positions is expertly described in a series of papers published by 
the Brunei University Team (Kogan et al 1971) and will be referred to again 
later in connection with nursing representation on the Executive Committee.
In addition, other factors such as the overall size of the Executive 
Committee are equally important. Many heads of departments eg:- Supplies, 
various Paramedical and Technical Services, may also feel that they have 
an equally strong case for membership. It may be however, that despite 
being heads of departments they are accountable to, for example either a
Consultant or the administration, in which case they are already 
theoretically represented. Again however the adequacy of representation 
is  the point at issue, and the relative importance of their function, 
both as a primary or secondary organisational objective, and its  priority 
under either of these headings must be considered in deciding this.
With regard to the size of representation of the B.O.G., McKinsey explained 
their difficulty in having no powers to disband the alternative management 
body, and as already suggested, were engaged in a tactical trial of 
diplomatic strength in which perhaps apparently excessive B.O.G. repre­
sentation was the price of compromise. Some two years later however, in 
the words of one such member, a new role appeared to have emerged, in 
which the B.O.G. operated as a consumer council, and it's elected repre­
sentatives on the Executive Committee could be regarded as a desirable and 
necessary presence for which an increasingly strong case might be made in 
view of the new emphasis on this aspect of management in the White Paper 
on Reorganisation of the Health Services .(National Health Service 1972).
In returning to consideration of the Nursing Services, two important quest­
ions must be resolved, both of which carry major implications for the 
medical organisation, as they revolve around the development of effective 
overlapping work groups and the achievement of a balance between the two 
disciplines in management participation. Figure 10.8 again shows the 
UOH Top Management structure with voting members of the Executive 
Committee shaded* (A)» Meetings at Divisional level are called by the three 
Medical Divisions and representation by nursing as proposed by McKinsey 
(one SNO for each division) and administration, (one section administrator 
for each division) are shown by solid and dotted arrows respectively.
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(Approximately 600 Doctors) (Approximately l55>0 nurses)
* 2 Junior doctors elected to each division
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Fig 10.8 UOH Top Management Structure Showing Balance of. Executive Membership 
and Liaison Mechanism at Divisional Level
The diagram demonstrates graphically the deliberate imbalance in the 
formal structure which underlies and to some extent explains many of the 
demoralised and defeatist attitudes reflected in the interview and 
questionnaire data in Chapters 5 and 7 at all levels in the trained nursing 
hierarchy. Thus although as already stated, the Nursing Administration it­
self atythe time of the study gave rise to questions which, will be returned 
to later, it seems clear that the total structure falls fa^ short of the 
ideal which has been outlined in the preceeding paragraphs.
With regard to the Executive Committee it is clear that the CNO should 
have full voting membership and that if four medical members are necessary, 
the nursing membership should be increased. This may be done in one of 
two ways. The PNO's (whose principal responsibility along with that of 
the CNO is formulation of policy) should also attend the Executive 
Committee as non voting members, and medical voting power likewise should 
be restricted to that of the Chairman of the Medical Staff Council. This 
would have the effect of strengthening the nursing representation, provi­
ding the PNO's with the opportunity of developing policy along the lines 
of the total need, as opposed to purely nursing considerations, and at the 
same time protect the CNO's position as head of the nursing services, from 
being outvoted by her subordinates. Alternatively, both medical and nursing
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representation should take the form of election from the corresponding 
grades in the two hierarchies, as non voting members attending with the 
two full members ie:- the Chairman of the M.S.C. and the CNO. This would 
be as follows
1 Consultant . 1 Principal Nursing Officer
1 Senior Registrar 1 Senior Nursing Officer
1 Registrar 1 Nursing Officer
1 SHO 1 Sister
As with the present system, each would have an elected deputy, in addition 
to which representation of the differing levels of experience from the 
divisions* would be controlled on a rotating basis. It may be argued that 
the overall size would thus be made too cumbersome, in which case any 
reduction in either system must ensure that the balance of representation 
was maintained. Another alternative would be to curtail Executive 
Committee membership to the CNO and Chairman of MSC and extend attendance 
to their respective deputies, but this would destroy the overlapping 
function provided by the two previous proposals, of which the first is 
clearly less difficult to effect than the second. In addition, it avoids 
the anomaly whereby any member of the nursing hierarchy may be placed in 
a position of subordination to. one of her inferiors in the administrative 
line, by virtue of the latter*s participation in policy formulation at 
Executive level. Equally, the less experienced nurses and doctors below 
the mpst senior levels, although possessing the capacity for leadership 
which may win their election to the Committee, almost certainly lack the
broader orientation, training, and involvement, in management in their appointed 
role in the organisation to make a balanced contribution at the Executive 
level. There is nevertheless however value in adopting this system at 
lowever levels in the structure.
To decide by what means the necessary links can be most effectively forged 
between the wards/departments and the Executive Committee, it is necessary 
to examine the situation from a lower point in the organisation and to 
refer to the existing structure. Although most sisters attempt to hold 
a daily meeting of all their nursing staff, this is primarily a patient 
reporting meeting and there is a clear need for a regular meeting weekly, 
fortnightly or monthly depending on the individual needs and circumstances, 
with deliberately widened objectivesin which the staff are able, as a 
team, to discuss the organisation of nursing work and procedures and to
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develop understanding between the housekeeping, secretarial and nursing 
staff, including the appropriate clinical instructor* in the identification 
of responsibilities and the means of effectively discharging them. The 
attendance at these meetings will vary according to the function of the 
department eg:- wards have housekeeping teams, whereas theatres or 
departments have other categories of technical or ancilliary staff working 
as part of the primary care team within the department. The important 
points are that all such categories of staff attend, and that the sister's 
authority and responsibility as the head of the team is both recognised 
and operative. The fact that the non nursing personnel have other 
superiors, eg:- Domestic Supervisor, Medical Records Officer, a university 
'superior, muat not be allowed to interfere with this authority. It is the 
responsibility of the various other superiors to ensure that these staff 
understand their position in the organisation and act accordingly.
In a less complex organisation than the UOH it may be feasible for the 
medical liaison at this level to be incorporated into the same meeting. 
Because of its size and complexity in the UOH however an alternative mecha­
nism for medical organisation seems necessary. The various members of the 
Medical firms already meet regularly both on ward rounds, and more formally, 
at departmental clinical seminars, but it is not known to what extent 
these meetings consider problems of organisation, and working conditions 
and relationships, any more specifically than do the present nursing meet­
ings. It may be that the medical staff themselves also require this type 
of meeting to be formally introduced. In fact, it seems likely from the 
expressions of frustration emanating from many of the junior doctors, that 
it is essential, both for its immediate objectives and as a basis for more 
effective representation of junior medical staff at management level. The 
next step is a multidisciplinary meeting of staff nurse and sister grades 
including clinical instructors and ward/departmental medical staff up to 
registrar level and incorporating representation of all such staff engaged 
in the work of existing nursing units. The existing nursing units are 
suggested because they were designed to group together in a manageable 
size, as far as possible, all of the functionally similar sections on the 
different UOH sites which provide nursing care for in-patients or out 
patients. As nursing is the only continuous service in the organisation,
(in the sense that many others, including medicine provide continuous
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'on call' cover, but none other than nursing provide continuity of 
physical presence and care) it is also the most restricted in terms of 
mobility and freedom to participate in multidisciplinary unit meetings.
In addition, it is agued both that such meetings are an essential base 
upon which the remainder of the management structure must rest, and that 
adequate nursing participation is an essential element of this base.
Equally, it is at this level that the members of the various teams must 
learn the art of a multidisciplinary, rather than an interdisciplinary, 
approach to solving the problems of providing patient care. Likewise, 
despite the logic and convenience where the volume of work justifies it, 
of a purely medical, or purely accident service unit, such a limit is 
nevertheless faced with the problems of studying the effect of varying 
policies or strategies on the organisation of patient care, and the 
matching of resources to work load. Consequently, although less complex 
than a unit comprising several small specialties, the need for the 
development of and the opportunity for learning a multidisciplinary approach, 
and no less importantly a problem solving approach, will be a major 
objective of each such unit meeting.
Clearly all who by the specified criteria qualify for attendance at such 
a meeting could not maintain an adequate service and at the same time attend 
the meetings, but it should be regarded as essential thaf at least one 
doctor and one nurse from each section or medical firm, be present at each 
meeting. One registrar should be elected to liase with the unit NO in 
calling and managing the meetings and at least one of the two must be 
present at each, either alternating as chairman, or agreeing on a specified 
period for each to carry out this function. Both should attend divisional 
meetings by right, together with one other elected sister and junior doctor. 
It is at this point that the anomaly of the present Medical Divisions 
becomes abundantly clear, for which* reason it-is suggested that they be 
reconstituted to facilitate co-ordination between the units as so far 
outlined, and the Executive Committee.
The anticipated medical arguements against such a proposal are like to be 
the desirability of being grouped according to speciality, but the diversity 
of specialisation and function within the existing divisions is such as to 
require the broadest interpretation of their headings and as already 
explained, the aim should be the breaking down of barriers between discip­
lines. A mixture of specialties and of physicians and surgeons in one
division could thus be seen as the means of moving towards a fusion of 
attitudes, by means of negotiation and joint consideration of problems 
common to all. Many of the medical firms already organise themselves 
at the consultant level so that half of the team as a general principle 
works in the Radcliffe Infirmary and the junior consultants in the 
Churchill Hospital. In addition by the time of writing this Chapter, 
commissioning of the first phase of the new hospital is complete, so 
that Obstetrics and Gynaecology are now based on the two relatively 
adjacent suburban sites, ie The Churchill Hospital and the new John t* 
Radcliffe Hospital. It has been suggested in informal conversations that 
any attempt to redefine the divisions will be resisted as they are in 
effect senior medical staff ’talking shops' in which the junior medical 
representation is so inadequate as to be virtually pointless, and as already 
seen, the nursing contribution is equally ineffective. The Divisions in 
their present form thus make little more contribution to organisational 
co-ordination and effectiveness than did the previous unwieldy M.S.C. 
meetings.
• The purpose of the proposed divisions is to provide an essential working'*'' 
link in the horizontal and vertical network required to produce a partici­
pative and cohesive whole. There will no doubt' still be M.S.C. meetings, 
sisters meetings, and numerous other single discipline meetings, to meet 
the internal requirements of the groups they constitute. It seems that 
these are required by individuals and are therefore necessary to the 
organisation, which no doubt partly explains the action of the surgeons in 
insisting on reserving the first half of their meeting for their domestic 
problems. If the situation had been reversed, many nurses would in all 
probability have devised a means of retaining part of their discussion 
time for purely nursing business. These sentiments may well change in 
time, but the introspection and suspicion which pervade the divisive 
structure in which these staff have traditionally learned to operate,is 
such that many will cling to traditional securities until confidence in 
newer approaches is developed. It must be borne in mind however that 
•talking shop' meetings, however desirable, take second place to the 
multidisciplinary Unit, Division and Executive meetings and, as the latter 
improve in effectiveness, the need for the former may disappear.
The size and number of the proposed Divisions should be agreed on accord­
ing to functional requirements, but it seems likely that three "clinical1* 
and one "non clinical" division will emerge as the convenient number.
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The Nurse Education Division which at present has no effective links with 
any medical division or nursing service division should ideally be fused 
both vertically and horizontally across the new divisions by means of C.I. 
involvement at Unit level, NO at Divisional level (by allotting responsibi­
lity for specific divisions to the teaching NO' s, by agreement with the 
CNO and PNOs, for purposes of liaison between the school and the divisions 
on matters concerning nurse education) and PNO at Executive level. Medical 
teaching and research interests can likewise be linked into the system by 
requiring that each division in turn should elect as its medical represen­
tative on the Executive Committee a member of one of the University 
Departments. The existing medical section administrators should become 
administrators of the new divisions and fulfill the same function as they 
do at present but on a multidisciplinary basis as opposed to the present 
medical emphasis. The House Governors should attend, as members, their 
appropriate divisional meetings, and members of their staff should be 
designated to attend the unit meetings, thus providing representation by 
the Administrator's staff at each level in the system. This does not provide 
the desired overlapping mechanism and clearly requires further refinement, 
but the objective so far las been to propose a structure in principle 
which meets the requirements of the Lickert theory in respect of medical 
and nursing services and this, in the preceeding paragraphs has been 
achieved. The needs of both paramedical staff for adequate representation, 
and of the structure for their participation, are obvious and are deliber­
ately excluded from this discussion, but they must be considered in the 
same way and built into the system accordingly. Various groups of technical 
staff will be represented in the new divisions according to their function, 
and ancillary staff likewise will be represented either by Administrative 
or Professional services at each level depending on the nature of their 
appointment. The present divisional titles of Medicine, Surgery, and 
laboratory medicine are inappropirate for the proposed divisions and new 
titles are required which reflect the emphasis and primary skills of the 
members eg:- Care and Therapy (C.T. Divisions) and Diagnostic and Technical 
(D.T. Division).
The proposed new structure is shown in Fig 10.9
1. Chairman M.S.C. Chief Nursing Officer.
2 .)
3.)Medex and Principal Nursing Officers of Proposed C.T. Divisions.
4.)
5. Medex of proposed D. T. Division.
6. Principal Nursing Officer (Nurse Education).
7. Administrator.
8. Treasurer.
9. Board of Governors.
A  Voting members. ^ ^  Links at Divisional Level
Fig 10.9 Proposed Executive Committee and Divisional Links.
The proposed structure would redistribute both membership and voting rights 
at Executive Committee level. Despite the fact that a vote has been taken 
only once since the inception of the Committee, it remains an important 
principle that the voting power, if it exists at all, should be distributed 
in such a way that it reflects the membership of the different parts of the 
organisation. There .are.thus two votes for primary services, two for 
secondary services and one vote to the Chairman of the Board of Governors.
Of much greater importance in practise however is the fact that in the 
proposed structure, membership does reflect continuity between the top of 
the organisation structure and the lower levels. Potential for effective­
ness is considerably strengthened because of this but it is stressed that 
the value of this revised composition can only be achieved if the 
organisation of the lower levels is revised accordingly and the proposed 
links made operational. In addition, the obvious emphasis on adequate 
medical/nursing liaison which was stated at the outset,.has led to a 
proposed structure in which the membership of other disciplines has received 
only the most cursory consideration and these should therefore be subjected
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to similar scrutiny to ensure that representation is appropriate to the 
needs of the organisation. This applies equally to the proposed D.T.
Division in which medicine liai ses primarily with technical and non nursing 
professional staff for whom appropriate executive representation has not 
been included in this proposal. A final amendment which merits consider--' 
ation both by the organisation itself and the members of the Board of 
Governors is one which would result in direct links between all the members 
of the Executive Committee and the Divisional level directly; that is, 
the attendance of the Executive Committee members of the B.O.G. at Division­
al and Unit level meetings on an alternating basis between divisions and 
Units to provide the same consumer council contribution as they now do at 
Executive level.
Many of the problems of the nursing service which came to light in the
course of this study, arose from the inadequacy of the nursing voice in the
total organisation. This gave rise to situations of unresolved conflict 
between nursing and other disciplines which should be capable of construct­
ive solution as a matter of routine in the structure proposed above. This 
would not however resolve some of the observed deficiencies within the 
nursing hierarchy itself, without which the proposed mechanisms whereby 
the needs of the nursing service may be recognised and met would remain
ineffective. In Chapters 5 to 8 it was shown that the Nursing Administra­
tion in the Radcliffe Infirmary existed in an organisational vacuum, 
virtually separated by the failure of the NO role from the level of delivery 
of nursing care in wards and departments, and separated from effective liaison 
with other disciplines by the absence of any recognised co-ordinating 
mechanism. The PNO had established a happily informal but ineffective working 
relationship with the House Governor (neither of the two able to influence 
the most pressing problems) by the4coincidence of adjacent offices, but 
was as much at loggerheads with important supporting services as were the 
sisters and their superiors, and experienced the same difficulties with 
medical staff as did the middle management level in the nursing hierarchy.
Any form of liaison with the CNO was deliberately held to a minimum and 
routine contact of any form with the NO's was non existent. Not supris- 
ingly, in the absence of adequate contact for the purpose both of effective 
commmunication and a properly supportive function, delegation was also 
withheld. NO's who were given neither the opportunity for effectiveness 
nor the means of learning from their superiors were thus open to criticism 
from all directions including their’ own PNO. The SNO's were the only two
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of a total of eight nursing administrative staff in this hierarchy, to 
have the sort of working relationship with the nursing head of the 
Radcliffe Division which would have afforded the administration some hope 
of success. Again, not surprisingly in this situation, these two were 
drastically curtailed both by their own limitations and those of the 
organisational structure and relationships, in their achievements.
The situation is curiously paradoxical in that having examined this 
structure from the theoretical basis outlined in this chapter, and equally 
from the research referred to in Chapter 1, the SNO level is the one for 
which no obvious place exists in the line network of the proposed new 
structure. Before discussing this further it is relevant to refer to a 
paper on nursing organisation by Rowbotham (1971) in which it is argued 
that on the basis of the research carried out at Brunei University the 
term 'management level' as used in the Salmon report, and which includes 
at each level two different grades, is commonly misinterpreted in practice. 
Each grade is regarded as a different management level, carrying with it 
superior subordinate relationships and giving use to inevitable confusion 
between and bypassing in practise, of alternate levels in the administra­
tive line. Fig 10.10 taken from Rowbotham's paper illustrates the problem 
and Fig 10.11 shows the pattern observed in the Radcliffe Infirmary.
Fig 10.10 By passing in five level Fig 10.11 Line relationships in 
management structure (Rowbotham) Radcliffe Salmon structure
Although Rowbothams diagram shows clearly the potential for bypassing 
associated with the Salmon line in practise, it can be seen equally clearly 
that the observed pattern at the Radcliffe reflected a different but equally 
or more dysfunctional interpretation. Starting at the first line, most of 
the sisters (Chapter 7) had satisfactory working relationships with their 
staff nurses but at the same time, a variety of different interpretations 
of the staff nurses role led to widely differing priorities in deployment 
which should be made the subject of further study. The role as perceived 
by some sisters may lead to a waste of scarce trained nurse skills. Equally 
it is of more value as an introduction to the development of management 
skills for some staff nurses than for others and thus affects their prospects 
for promotion to the next level as sisters. In addition, the variety of 
different perceptions provides potential for confusion amongst staff nurses 
themselves, and in their relationships with their superiors. Although the 
last point does not appear to create insurmountable difficulties the 
situation should nevertheless be clarified. The existence of two grades 
at this level does not appear to be challenged by Rowbotham and their 
acceptability and necessity in the Radcliffe study were equally unremarkable. 
This is obviously an assumption however as it was not a focus of attention 
and the opinions of the staff nurses themselves were not sought.
The sisters themselves revealed varying degrees of uncertainty and inexper­
ience 'in their questionnaire replies and many openly admitted that they had 
received insufficient training for their job. They were at the same time 
almost unanimous on the unreasonable pressures under which they worked, a 
factor which was significantly associated in Georgopolous and Manns * study with 
poor organisational co-ordination. A further significant association was also 
shown between highly effective co-ordination and a high standard of nursing 
care, whereas the standard of medical care was unaffected by it, which may 
partly explain the resistance of the Radcliffe medical staff to efforts by 
the senior nursing staff to improve this situation. Thus the need for an 
effective supporting role at the' NO level was a necessity for many of these 
sisters. The sisters in turn realised this,and had to a limited extent 
seen the potential value of it in terms of improved vertical communications, 
another factor found to be positively associated with effective co-ordination.
The fact remained however, that medical staff in general openly denigrated 
the NO role; the sisters as was seen in Chapter 1 (and was openly admitted
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by various Radcliffe sisters) need above all to minimise friction between, 
themselves and their medical staff, and the NO’s themselves had thus been 
partly rejected from within the wards and departments, and partly withdrawn 
by a superior who failed to provide the much needed supportive role 
emphasised by Lickert. The presence of the SNO’s in this line was in 
effect obstructive. Without them the NO's and PNO would have bee obliged 
to communicate daily as a matter of routine. The PNO, whose almost total 
absence from the wards was interpreted by sisters and middle management as 
disinterest, would inevitably have been more involved and thus better able 
to develop the effective working relationship, supportive roles and 
apposite delegation which were so demonstrably lacking in this study. This 
in turn would hopefully have led to a more confident and constructive 
approach in which the PNO’s upward line relationship could be expected 
automatically to improve and could equally have been assisted as a result 
of the improved information available to the CNO via direct communications 
with the NO level.
Such improved information should be achieved not by means of bypassing as 
shown in Rowbothams diagram,but by the practise of intermittent attendance 
at meetings of smaller work groups of two levels of superiors, a practise 
which was characteristic of the successful managers in Lickerts studies of 
organisations. Thus it should be accepted practise that in routine meetings 
between sister and NO/SNO level, the PNO should sometimes attend. Likewise 
in the meetings of the middle level with the PNO, the CNO should sometimes 
participate. The only existing mechanism for this at the time of the study 
was in the form of unwieldy meetings of the entire complement of sisters, 
NO’s, SNO's and PNO,. with occasionally the CNO. Such meetings by virtue 
of their size are inhibiting and therefore self defeating, as a forum for 
exchange of views between the different levels, without which again co­
ordination has been found to be impaired. Finally, the geographical spread 
of the nursing units, together with the inadequacy in both facilities and 
location of the NO's offices (see unit plans, Chapter 4) could scarcely be 
less conducive to the effective development of the NO role. The archaic 
buildings and piecemeal development rendered this to some extent unavoidable. 
The fact remains however that an abundance of infinitly superior medical 
offices, and seminar rooms, were encountered in the course of this study and 
it is doubtful whether their more convenient locations were as vital for 
medicine as were those of the NOs to Nursing. Given this situation, the- 
inability to provide the nursing service with even slightly better facili*- 
ties is difficult to defend .
It seems so far that whilst two management levels are defensible and 
necessary within the first line management level of the Salmon structure, 
there should be only one level interposed between this and the top level, 
at which point two levels again emerge with distinctive roles and responsi­
bilities. It seems clear that in a structure such as exists at present or 
is proposed in this Chapter, there is a role for a Head of group nursing 
services with maximum authority to co-ordinate and control the multiplicity 
of skills, experience and responsibiities contained within this body of 
staff, and to act as its spokesman at Executive level in the formulation 
of group policy and participation in management decisions. At the same 
time however, despite the cries in consultant interviews of "too many Chiefs 
and not enough Indians" it does not seem that the situation would be in any 
way improved by a reduction in the numbers of nurse administrators. The 
removal of the SNO's from a line function.at the middle management level, 
and the obvious need for an effective NO role dictates the need for an 
increase in the number of nursing officers to ensure that each has suffic­
ient time to devote to the development of a much stronger Clinical/ 
Management function and to ensure continuity of cover across all units at 
all times. Anything less constitutes a breakdown of this function and the 
number of NO's in post at the time of the study, allowing for annual leave 
sickness and management training, was such as to render just such a 
situation inevitable at frequent intervals. There is in addition a need 
for staff officers to assist the PNO's and CNO in the effective discharge 
of their line responsibilities. Such a post is already widely accepted in 
the shape of a nurse allocation officer, responsible to the CNO for alloca­
tion of student nurses according to training needs,but the nursing manage­
ment requires up to date management information in addition to that which 
should be obtainable within an effective line organisation. The emphasis 
in the Salmon report is on nursing management, and management cannot 
function without a system of ongoing evaluation and research, activities 
previously foreign to senior nursing staff when they were responsible instead 
for administering the policies of others. They must now formulate policy, 
devise appropriate strategy and execute it effectively within the framework 
of a complex organisation. The evaluation and information feedback required 
to achieve these objectives constitute vast new areas of work for the 
senior nursing staff which must be made the responsibility of the Senior 
Nursing Staff Officers.
The results of the study 'so far outlined have been communicated to the CNO 
as they became available and a decision to phase out the SNO's from the
line management and to introduce staff officers has already been taken.
The adequacy of NO cover at unit level remains a difficulty however and 
is the subject of current discussions in relation to the adequacy of the 
present establishment of ward/departmental sisters. Despite major changes 
in the top nursing management level and a greatly improved understanding 
of the situation at CNO level the NO's remain absent from the units. The 
principle of acting-up as recommended in the Salmon report (Chapter 3) is 
considered to be unfeasible in view of the intensity of the work load in 
the patient areas and for the same reason, a suggestion was put to a number 
of the sisters, in view of the findings of this study, that as a forty hour 
week represented only half of the hours of day shift coverage the number 
of ward sisters should be doubled. This it was felt would improve the 
quality of supervision and management in the wards, thus alleviating the 
strain experienced both by the nurses and sisters in the present situation. 
This was at first opposed but is now accepted in principle by the sisters. 
Thus the final appearance of the appropriate structure is not yet clear and 
may have to await evaluation of alternative styles of ward management 
following experimentation with two sisters instead of one in selected wards,- 
with differing combinations of roles. A final observation can however be 
made before moving into consideration of the ward analysis of Chapters 8 
and 9. Much has been said of the failure of the- Salmon recommendations to 
provide satisfying clinical advancement for nursing staff. It is suggested 
that a satisfying joint clinical/management role,such as is enjoyed by 
senior medical staff, is already within the reach of the senior nursing staff, 
within an amended Salmon structure such as has now been proposed. Whether 
or not it can be achieved is heavily dependant on the acceptance of the 
proposals concerning the total organisation structure and on the willing­
ness of the medical and other staff to recognise the value of the nursing 
contribution to it. Because of the importance to the nursing service of 
effective co-ordination it is argued that this is the right way of achiev­
ing such an objective. Whilst there is a clear need for better professional 
qualifications in nursing, the development of a clinical nurse consultant, 
however well qualified, without the management responsibilities at present 
discharged by effective senior nursing staff, would lead to a further unco­
ordinated strand,which would in addition lack the management authority to 
function effectively, and become yet another brand of paramedical semi- 
professional. In addition, the obvious lack of understanding amongst both
senior nursing and medical staff of the basic principles of effective 
organisational structure and behaviour pointed up the need for the provi­
sion of expert advice in the implementation of change. If this need had 
been met at the inception of either the Salmon or McKinsey structures the 
outcome may well have been substantially improved. What was observed in 
this st^dy was far from being a realistic interpretation of either the 
Salmon or to a lesser extent the McKinsey recommendations. Any revision 
of the present system must be accompanied by the necessary education and 
support to facilitate successful implementation, without which morale will 
be further eroded and defeatist attitudes more deeply entrenched.
Given the deficiencies of structure and behaviour in both the total organi­
sation and in the nursing management, the exasperation of both sisters and 
nurses in wards and departments is hardly surprising, likewise the observed 
deficiencies in practise referred to in Chapter 4 which gave rise to the 
survey of student nurses and later, patient satisfaction. As already 
explained, a fundamental weakness of this stqdy has been in the lack of 
comparative ward observations from which it would have been possible to 
determine the presence of any association between differences in care given, 
and the ranking of wards by nurses on care and patients on satisfaction. 
Despite this, the questionnaire data did reveal significant associations 
which are relevant to the first objective of this study and which provide 
the basis of a framework for further study which would meet the present 
widespread need for an improved understanding of the important variables 
associated with adequate nursing care..
From the data of Chapters 8 and 9 the following predominant findings in
respect of patient and student nurse opinion emerged:-
Patients
1. . There was low overall satisfaction by comparison with ten hospitals in
the Kings Fund Survey.
2. The dissatisfaction was predominantly related to care rather than 
facilities, activities, etc.
3. Age, sex, and specialty were associated with significantly different 
levels of -satisfaction.
4. Patients in mixed sex wards were less satisfied than patients in single 
sex wards, but these were also specialties rather than general medicine 
or surgery.
5. Medical and surgical patients in wards allocated to, professorial 
departments were less, satisfied than patients in other medical and 
surgical wards.
6 . The Eye Hospital was the exception to these trends in that despite 
being a mixed sex, specialty unit it had the highest level of 
satisfaction. Associated with this was a relatively high proportion 
of aged patients (which would thus be associated with higher 
satisfaction) and a low occupancy. (In addition, on the basis of 
senior nursing and medical interviews, it had satisfactory supporting 
services, little or no nursing medical friction,a relatively static 
nursing establishment of ophthalmic students, nursing auxilliaries and 
trained nurses, and the highest level of student nurse supervision on 
the estimation of the sisters).
7.' There were some dissatisfied patients in every ward.
8 . The highest ranked wards included some criticism which reflected serious 
deficiencies in care eg:- Discharge of blind doubly incontinent 
octogenarian male patient to care of semi blind octogenarian sister 
with no information or advice, or arrangements for after care, and 
thus non provided at discharge or later.
9. The lowest ranked wards included some highly satisfied patients who 
expressed gratitude for care and consideration by some nurses.
10. Ranking of wards on satisfaction as expressed in reply to pre-coded 
questions was highly correlated with the analysis of unstructured 
remarks.
11. Factor analysis resulted in three predominant factors which together 
explained a high proportion of the variation between wards. These were
i) Accepted as a person, happy atmosphere, secure when sister on dutjyy6ff dui£ 
ii) Meals.
iii) Reception on admission and enough notice of admission.
Nurses
1. The student nurse population was fairly typical of student intakes 
generally by comparison with populations in other studies.
2. General medical and surgical wards were more preferred by student 
nurses than other wards.
3. Male wards were more preferred than female wards and both of these 
were more popular than mixed specialties wards in general though 
there were exceptions eg:- paediatrics.
4. Despite the overall ranking, all wards were happy or unhappy for 
some nurses.
5. The ’best care' and 'least care' wards as ranked by both student 
and senior nursing staff were within the patients highest and lowest
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. satisfaction rankings ie:- Male medical and surgical wards were ranked 
highest and female or mixed specialties wards lowest.
6 . There were highly significant conclations between unhappiness, low 
ranking on care, and slack discipline.
7. There were also significant correlations between happiness, high ranking 
on care, and strict discipline.
8 . The relationship was curvilinear suggesting that strict discipline is 
associated with high ranking on care and happiness up to a point, beyond 
which it is associated.less with happiness.
9. In terms of Hertzbergs motivation-hygiene theory motivators were 
relatively weak and hygiene factors predominated in explaining 
reasons for liking or not liking specified wards.
10. The highest ranked wards were with one exception happy because they 
were well organised and the teaching was good. With one exception 
again, the reverse was true of wards rated low on care.
11. Being unable to tolerate the pace of work or the sister were the 
causes of unhappiness to the minority who disliked the highly rated 
wards.
12. Liking the specialty or enjoying the responsibility were principal 
causes of happiness to the minority of happy nurses on poorly rated 
wards•
13. For three quarters of the students who had felt like leaving at some 
sthge the principal causes were working conditions, followed by lack, 
of appreciation and poor administration by the senior staff.
14. The most fre quentQyrecurring reason offered by nurses who did actually 
leave in the year, preceeding the survey was dissatisfaction with 
nursing itself.
15. The UOH leavers differed in this respect from leavers in other studies 
of student withdrawal from training.
16. The last allocation of many of these nurses prior to leaving was a 
non preferred specialty ward, an excessively strict ward or an 
excessively heavy and disorganised ward.
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The associations referred to in the two sets of findings summarised 
above are shown in Figs 1022 and 10.13.
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Fig 10.12 Associations between high ranking of wards by student 
nurses, on a.) happiness, care and discipline b) high patient satisfaction 
amongst specific categories of patients, and c) between A and B.
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Fig 10.13 Associations between low ranking of wards by student nurses on
a) happiness, care and discipline b) low patient satisfaction amongst 
specific categories of. patients, arid c) between A and B.
It would be too sweeping to say on the basis of these findings that the 
standard of care in,for example, female or mixed specialty wards is likely 
to be lower than that of male medical and surgical wards. It is reasonable 
to suggest however that these variables do, to a so far unmeasured extent, 
predetermine the motivation of the nurses in these different types of 
wards and may affect the standard of nursing practise accordingly. It 
is also clear that the nature'and magnitude of the sisters task of 
motivating nurses to perform well will vary in relation to the type of 
patient nursed. All the male medical and surgical patients were relatively 
highly satisfied and these were the most preferred- wards for the nurses.
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Within this group however, four out of six wards were continually 
selected as best care, and when named as most happy, good organisisation 
and good teaching were frequently the reasons given. Thus by virtue of 
her skills in this direction a capable sister can exploit a potential 
advantage so that associated with high patient satisfaction there will 
be a further increase in student nurse motivation. Because the needs 
of the students for security and supervision are met, the standard of 
nursing can then be expected to be higher than in the equally potentially 
favourable situations in which however the sister lacks these abilities 
or motivation.
The two relatively poorly rated wards in this group were examples of 
this. The surgical ward was almost unmentioned by student nurses, but 
named by senior nursing (and frequently by paramedical and other staff) 
as a disorganised ward. It was also a ward in which the sister experie­
nced difficulties with a multiplicity of medical staff, and was quoted 
by a NO in an example of over admitting from the waiting list, emergency 
discharges, and bitter conflict between the medical staff and the nursing 
staff at and above ward levels in attempting to resolve the situation.
Yet in the opinion of students, it failed to achieve high ranking but 
remained a preferable ward in which to work than some of the female or 
mixed specialty wards, despite the sisters inability to control the 
situation. The medical ward was the only one of the six.to be in. the 
charge of a 25 or under age group sister who reflected extreme uncertainty 
and inability to exercise authority in the questionnaire. She admitted 
to feeling a high degree of pressure most of the time and left shortly 
afterwards. A patient dependency study (Barr 1964) carried out after 
this survey showed that this ward had a considerably higher work load than 
the remaining five medical wards'. It also had a higher proportion of 
elderly and aged patients than these five wards but this in itself need 
not have been an unsurmountable problem. One of the four top wards 
had the highest proportion of patients in the elderly or aged age groups. 
In none of the top wards however were the sisters under thirty and as 
shown in Chapter 7 the under thirty sisters were, on their own admission, 
more vulnerable to unreasonable pressure than those in the thirty to 
forty age groups. The question then arises,"Is the success of the sisters 
on -the highly rated wards also predetermined by the more favourable social
environment of these wards. If the nurses find them preferable to work 
in, on the basis of age,sex, and specialty of patients, why not also the 
sisters; and if this is so, more direct involvement in the patient 
situation, not necessarily in quantitative terms but in more effective 
interaction between the sister and both patients and nurses, may result 
in-the improved supervision,and thus better organisation, which the 
nurses in fact found. Increasing experience and age of sisters were 
not in themselves sufficient to explain the higher rating of the top 
wards because some of the lowest rated wards also had sisters in the over 
thirty age groups. Equally, some of the less preferred wards neverthe­
less managed to minimise their relative unattractiveness so that nurses 
were happy there even though the overall performance was not thought to 
be good. Thus one female surgical ward was higher than the lowest male 
medical or surgical ward on patient satisfaction and, together with a 
female medical ward, had the highest ratio of happy to unhappy nurses.
At the opposite end of this spectrum there was a significant association 
between the relatively large minority of patients on particular wards 
who would not return to this hospital, and the percentage of nurses who 
would not wish to return to work in those wards. Again it can be seen 
by comparing the data of Chapters 8 and 9 that the lowest rated wards
on care, and on discipline and happiness, were within the patients lowest
satisfaction-groupw However, whereas at the top of the scale two of 
the patients six top wards failed to attract the nurses, or in the 
nurses estimation to merit high care ratings,, the pattern with the low 
rated group was slightly different. The seven lowest overall patient 
satisfaction ratings related to five female, one male and one mixed ward 
and included all the accident and neurosurgical patients whether on 
single sex or mixed wards, the female ENT patients, and one female 
medical and female surgical ward. They included four of the nurses 
least happy wards, and three of their least care and least strict. As 
was shown in Chapter 9, the disparity between ENT male and female patients 
in the same ward, followed the trend of other mixed wards but exaggerat­
ed it. This was explained by nursing staff later as a function of the
geography of the ward. The male side was adjacent to the sisters office
and nurses station and the female side furthest from it. The women in 
consequence never saw the staff excepting for meals, treatment, etc, 
and their very low satisfaction was a reflection of a real difference in 
access to or communication with staff. 'When combined with male patients 
the ENT ward occupies a median position in the analysis, leaving only
one mixed ward in the group of six, and one male ward. Thus.the only- 
low rated male ward is a specialty (accident) and the only two low 
rated medical and surgical wards are female. However, whilst the lowest 
ward of all for patients and nurses was the female accident ward, the 
male accident ward was scarcely mentioned by students. It did not 
achieve the high rating of all other male wards but it did avoid the 
very low rating accorded to the remaining accident and neurogurgery 
wards. Three of the sisters were over thirty and the remainder less.
Thus many of the considerations concerning the top six wards apply in 
reverse to the lowest six.
A further speculation which then arises is that the type of ward also
iinfluences the quality of applicant for sisters posts. If this is so, 
then wards which present a less formidable challenge by virtue of the 
differences outlined above may also enjoy a better quality of management, 
so that the two reinforce each other. Conversely the less attractive 
and therefore more difficult wards may also have less potential ability 
in their ward sisters, again resulting in reinforcement of these adverse 
characteristics. The findings of this study suggest that this possibil­
ity merits further research. Whether or not it is so, the existing nursing 
qualifications, both in variety and quantity appear irrelevant to success 
as sisters. The general medical and surgical sisters had least qualifi­
cations of all, with one or two exceptions, and the specialties sisters had 
most. Also some of the most successful sisters had fewest nursing 
certificates and the least successful sisters the most. What counts with 
the student nurses and thus influences their motivation and their standard 
of performance, is recognition of the positive exercise of authority 
which achieves a level of control and co-ordination conducive to the 
delivery of nursing care according to patient needs. This is so import­
ant to them that many of the students found the wards of some of the most 
strict sisters the happiest places to work in,even though extreme 
authoritarianism was also associated with unhappiness. Overall it is fair 
to say that for the students in general, any form of control was better
than a lack of it.
The vital balancing influence whereby the authority of the sister could 
be made acceptable to the students lay in the adequacy of the sisters 
teaching and supervision and its relevance to the training needs of the
nurses. Clearly there is no reason why any sister, having qualified as
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a nurse should be any better at teaching than at exercising authority, 
but the content of her own training, if relevant to the type of patient 
she is responsible for, can make the relevance of her teaching so much 
the more effective. The difficulty lies in the fact that after three 
years of training for registration most nurses have gained a considerable 
level of expertise in the execution of a wide range of technical 
proceedures, but all too'often, very little else. Added to this is the 
fact that continual changes in the composition of the patient population 
and in the methods of treatment create a demand for gradual or sometimes 
sudden changes in nursing methods. These changes evolve in the ward 
situation, not in the nurse training school, thus giving rise to a further 
problem of co-ordination, in which what the student is taught in school 
may differ from what is expected in practise in the ward. At the same 
timejthe heavily pressurised sister may have time neither to attempt 
sufficient teaching nor to apply herself to an intelligent appraisal of 
changes in her own patients nursing needs, or of developments elsewhere 
which would assist her in deciding what adaptations may be desirable.
A further important factor to influence student nurses reactions to wards 
was dislike of certain specialties. It may be that some of these periods 
of training experience are relatively wasteful from all points of view. 
The contribution of service needs of one virtually ignorant student 
attached to a ward for only two or three months or less, is likely to 
be minimal without fairly intensive supervision, which as seen from the 
sisters questionnaires, and for reasons suggested in the preceeding para­
graphs, may be seriously inadequate if not altogether absent. In addit­
ion, if certain types of entrant are relatively incapable of functioning 
in certain specialties, they will not in any event return there as 
trained nurses and a compulsory training attachment is therefore doubly 
futile. These wards may as suggested earlier have both less competent 
sisters, less effective teaching and less willing students by comparison 
with more preferred wards. Irrespective of the type of ward, the poorer 
the sisters organisational ability, the less time she is likely to have 
for teaching. If either or both of these skills are repressed, or 
reduced in effectiveness by excessive pressures beyond her control (for 
example, authoritarian practise by medical staff with regard to the work 
load in the ward, lack of support from senior nursing staff, inadequacy 
of supporting services) the quality of her own motivation and performance
vis a vis the needs of her own staff and therefore her patients is 
bound to be affected. As already seen in this survey, the Radcliffe 
sisters suffered from an abundance of such pressures and organisational 
defects•
The situation then is one in which sisters in general are likely to be 
inadequately prepared for the role of sister, a fact which a number of 
Radcliffe sisters admitted was true in their own experience, and also 
unlikely to remain in post long enough to learn from their mistakes or 
develop their personal aptitudes. Equally, because of the speed of 
change it is unreasonable to expect that they can expand their profess­
ional knowledge of their specialty as. a hyproduct of their daily involve­
ment. In addition, as they fall behind in this respect they are likely 
to withdraw from the teaching part of their role so that students feel 
more neglected. Motivation is thus reduced and in a situation of in-, 
suffient teaching and supervision the fall in the standard of practise 
becomes part of yet another self reinforcing circle. Thus it is at the 
staff nurse level that nurses should be given opportunity for formal 
education in the vital skills of ward teaching and supervision, and in 
the principles of effective organisational structure and behaviour and 
the exercise of authority. Only when they can demonstrate by examination 
and appraisal a grasp of these skills and an interest in exercising and 
developing them should they be considered for appointment to sisters 
posts. Equally as vital however is the provision of a professional 
diploma in the type of nursing in which they .apply to practise as sisters, 
following which intermittent refresher courses in their particular subject 
must become mandatory-
Despite such recommendations, it is clear that hospitals will be increa­
singly dependant on relatively young and inexperienced sisters. Even 
given the improved preparation, which it is suggested is essential, some 
will require a more strongly supportive clinical involvement by their 
NO than others, and depending on their varying abilities will welcome 
this function at least until they have become reasonably competent. It 
is thus a necessary skill of the NO to evaluate this need in each sister 
and meet it accordingly. Again, it was clear in the Radcliffe study 
that despite the overall lack of clinical involvement at NO level, some 
NO's were more adaptable in their relationships with their sisters than 
others. To complete the necessary revision in the structure at the
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patient care level It is essential that the link between service and 
teaching which was so poorly developed in the Radcliffe be improved.
As already explained it is not clear whether this will prove to hinge 
on an increase in the establishment of sisters, or in clinical 
instructors. It is likely to be a combination of both,but in any event, 
it will depend for its effectiveness on the implementation of an 
improved organisational structure such as was proposed in the first 
half of this chapter. Only by creating this vital link between service 
and teaching at each level in the organisation can a satisfactory 
integration of the needs of both be achieved. This argument is then 
logically extended to suggest that only by the creation of the multi­
disciplinary structure as now proposed, can the fusion between the needs 
of the remaining disciplines and the integrated nursing service be 
reached.
This study, starting as it did from an apparently simple question focus­
ing only on possible causes of failure at the lowest and yet the most 
vital level in any hospital, has thus been forced upwards to the top of 
the organisation structure and outwards to the consideration of other 
disciplines in seeking its answers. It was beset by two major difficul­
ties. One was the relatively fruitless search in the early stage, for 
literature dealing specifically with aspects of ward organisation. The 
second was the change in plan necessitated by the reactions of personnel 
in €he organisation. This meant that as the study proceeded and changed 
in emphasis additional available literature became relevant and with 
additional reading came increased understanding. The questionnaires used 
for nursing staff were not intended as the principal instruments for the 
execution of the study. To this extent, their format for a supposedly 
preliminary phase was at that time considered acceptable. With hind­
sight it became clear that even for this purpose they lent themselves 
to obvious criticisms which limit the interpretive value of the data. 
Equally, the patient survey, as explained in Chapter 9 was not tailored 
to the specific objectives of this study. Partly despite and partly as 
a consequence of the difficulties encountered the study has produced 
answers to its original question which, again with hindsight it seems 
likely are more useful than those which would have been obtained via 
the original plan. This would have restricted the comparison to one 
or two extreme wards and excluded the overwhelming influence of the
Ub3
organisation as a whole on the performance of sisters and nurses in 
delivering patient care.
In addition to achieving an understanding of the motivators and 
demotivators within certain wards, the study has highlighted the possible 
influence of certain types of ward on both the quality of management 
they attract and thus the quality of nursing which results. By reveal­
ing significant differences in patient satisfaction it has pointed up 
the possibility of the influence this may exert on the motivation of the 
student and the management task of the sister in these wards. By the 
comparison between the Radcliffe and other patients it. has also confirmed 
other findings of a very real association between the existence of an 
unreasonable degree of pressure on nursing staff and the quality of their 
performance. More importantly it has shown that the level of pressure 
generated by the unique turnover statistics of the Radcliffe Infirmary 
may already have exceeded the limits of tolerance for the overstrained 
nursing service. It has also produced abundant evidence of the very 
grave responsibility carried by medical staff in consistently ignoring 
the needs of nursing management from sister grade upwards for balanced 
participation in decisions concerning the use of facilities and the 
standard of patient care. Many of these findings form the basis only 
of tentative hypotheses for future testing. If by pointing the way to 
relevant future studies, this study can prevent the development of the 
problems of the Radcliffe Infirmary on a much wider scale,its contribut­
ion to the provision of an efficient and satisfied nursing service will 
have been a realistic and valuable one.
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TOTAL PATIENT CARE 
Senior Nursing Staff and Night Sisters 
QUESTIONNAIRE
APPENDIX 1
1» How long have you worked at this 
hospital?
1.
2.
3.
4.
5.
6.
Less than 6 months 
6-12 months
1-2 years
2-5 years 
5~10 years 
10+ years
2. What is your present grade?
3. How long have you held this position?
4. Are you on
1
2
Day duty 
Night duty
5. In your present position are you concerned 
with administration
1.
2.
3.
in the whole hospital ?
in a particular area ?
principally in an area but 
required to supervise wider 
area at times ?
6. What previous positions (if any) have 
your held at this hospital?
7. Considering job satisfaction and career 
preferences (ie apart from domestic or 
other reasons) would you
1.
2.
3.
4.
be content to remain in this 
position for art indefinite 
period
be prepared to accept promotior
hereprefer a similar post 
elsewhere
prefer promotion elsewhere
8. In which ward do you personally experience the most satisfactory relationships between 
the ward and the nursing administration?
9. In which ward do you experience the greatest difficulties in relationships between the 
wal'd and the nursing administration?
10, Considering the total workload of respective wards regardless of the number of beds or 
patients, in which wards do you find
1. The heaviest total workload
2, The lightest total workload
3. The greatest fluctuation in workload
4, The least fluctuation in workload
11* In which ward do you see evidence of the strictest discipline?
12. In which wal'd do you see evidence of the slackest discipline?
I
  I____________
13* (a) Which wal'd from your observation achieves the best standard of-patient care?
(b) What do you consider to he the main cause of its success?
i
I I
 ; L _ J ______
14. (a) Which v/ard from you r  observation achieves the least satisfactory standard of 
patient care? j j
\\
(b) What do you consider to be the main cause of this?
15* Which three factors in order of importance present the greatest difficulties in
achieving a good general standard of care in the wards?
1.
2 .
3.
Additional comments
TOTAL PATIENT CARE 
Questionnaire to Day Duty Sisters
APPENDIX 2 
Serial Number
t
1. Please place ticks in the appropriate boxes unless otherwise stated.
2. If you tick "other" for any question please indicate very briefly what you mean
by this.
3 For a few questions you are asked instead of ticking to write 1st, 2nd, 3rd, etc. 
or else in addition to ticking to write number of hours e.g. 3 hours, 25 hours, 
or the name of a department e.g. pharmacy, laundry etc. In each such case the
wording of the question explains what is required.
CARD 1 Part I. Your Ward or Department Col. 3
How long have you worked at this 
hospital?
Less than 6 months 
6 - 1 2  months
1 - 2  years
2-5 years 
5-10 years 
1 0 *1* years
Col.
2. How long have you worked on this ward?
Less than 6 months 
6 - 1 2  months
1 - 2  years
2-5 years 
5-10 years 
1 0 +  years
Col. 5
3. Are you 
1
2 
3
the o n l y  sister on this 
ward or dept, 
the senior sister 
a deputy, assistant or 
junior sister
Col. 6
4, Do you work
;b Full time Part time
If part time, how many hours per week?
Col.7-9
5. In the performance of your job, do you 
feel that you are subject to 
unreasonable pressure?
Host of the time 
Some of the time 
Occasionally 
Never Co?.10
6 . if you do feel you work under pressure, 
do you think the pressure is
Very severe
Manageable with difficulty 
Just noticeable 
Not applicable
Col. 11
7. Could you say what, the sources of
such pressure usually are in order of 
importance (instead of ticking, mark 1 st 
for most important,2 ndfor second most 
important, etc.)
a
6
7
8 
9
10
11
12
No pressure
General complexity of work 
Adequacy of number of staff 
in ward
Expertise and efficiency 
of staff
Difficulties with patients 
Difficulties with relatives 
Nursing superiors 
Medical staff 
Nurse training school 
Staff from other depts. 
Fluctuation in work load 
Other (please specify)
Col. 12
8 . In the day to day running of your ward 
or dept., how free are you to decide ~" 
what should be done, how it should be 
organised, by whom and when it should 
be done etc.:
Completely free 
Mostly free 
Fairly restricted 
Seriously restricted
Col. 13
9. If you are restricted in any way is 
this because - (if more than one 
applicable, write 1st, 2nd, 3rd, etc.)
1  □  Y . are not given necessary
information on policy 
decisions, procedures, etc, 
which affect the work
2 □  Some categories of staff who
have to work on the ward or
department are not subject 
to your authority
3 | ' 1 Provision of necessary
services by other depts. 
does not meet your 
requirements
r — —i
4 (____ | Other (please specify)
Col. 14-17
10, Who is usually in charge when you 
are off duty during (a) day and 
(b) night?
(a) DAY (b) NIGHT
Another Sister 
Staff nurse 
Student
Col.18 Col. 19
11. Are you satisfied that the person on 
day duty is competent to do an 
efficient job of relieving you?
Yes - unqualified 
Yes - with reservations 
Not satisfied
Col. 20
12. How long have you worked with your 
most senior trained nurse?
13. Which of the following is nearest to 
what you expect of your most senior 
trained nurse?
1 | | That he/s he will exercise
initiative, and run the ward 
according to his/her own 
idea of what is appropriate
That he/she will as far as 
possible run it exactly as 
you do yourself
3 | ~ '] That he/she should feel free
to do whatever is easiest
Col. 22
14. Do you find that the arrangement 'you 
prefer in question 13 usually happens?
15.
1 Less than 6 months 1 ----
2 6 - 1 2  months 2
3 1 - 2  years 3
4 2+  years 4
Col. 21 5 ------
□
Yes
No
Col. 23
□
□
□
r _ _ -
t I
□
When you have a trained nurse (or 
nurses) on duty which of the following 
do you most often do?
Make her responsible for the 
most complex technical tasks
Make her responsible for the 
overall care of the most ill 
patients
Let her supervise the most 
junior staff generally so 
that you can attend to ward 
administration
Share out the overall 
responsibility between 
trained staff according to 
preferences
Other (please specify)
Col. 24
16. Given ideal conditions, which of the 
alternatives specified in question 
15 represent the most efficient use of 
trained staff on your type of ward or 
dept.?
Most complex tasks 
Overall care 
Supervise juniors 
Share responsibility 
Other
Col. 25
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17. Is your complement of trained nurses
1 more than adequate
2 about right
3 *nadequate
4 seriously inadequate
Col. 26
18. Is your normal allocation of student [
and pupil nurses j
1 more than adequate
2 about right
3 inadequate
4 seriously inadequate
Col. 27
19. Do you consider that your norma I
allocation of nursing staff represents j
a fair share for your particular ward
or dept considering the variations
in size and work load throughout the
hospital?
1 On the whole yes
2 Doubtful
3 --- Definitely No
Co l .2S
20. Do you find that you have
insufficient time for administration
because you are needed to help with
the actual nursing care?
1 Most of the time
2 equently
3 Occasional1y
4 Rarely
5 Never
Col. 29
2 1 . Is the amount of direct contact
between you (or your, deputy) and
.the patients
1 more than adequate
2 about right
3 not sufficient
4 very inadequate
Col. 30
22. Approximately how much time do you 
spend weekly on direct supervision 
or teaching of students and pupils.
Number of hours _____________
I s  i  t
1 . ____ more than adequate
2 ____ about right 3  •_ inadequate
4 seriously inadequate
_____________________________________Col. 31-33 !
23. Approximately how much time docs a j 
clinical instructor spend weekly on 
your ward or dept?
Number of hours   .
Won 1 d you 
clinical 
or dept?
welcome more time by 1 
instructors on your ward
!
1 yes
2 doubt ful
3 no
Col. 34-36 ’i
24. If a clinical instructor is on the j 
ward or dept, do you think she should 
function according to
1 your requirements
2 the principal tutor's
----- requirements
3 ...___ her own preference
4 ------ the students' preference
Col. 37
25. In practise, whoso authority does
she acknowledge?
1 yours
2 her own
3 the tutors
4 the nursing officers
5 m not applicable
Col. 38
467'
26, How do you estim ate the c o n trib u tio n  of the fo llo w in g  s ta f f  on your ward
or dept.?  I f  you do not have any of these services w r ite  N.A. (no t a p p lic ab le )
W aitress
Service
Housekeeping Ward C le rk
S erv ice  S ecre ta ry  Hostess
Others
(s p e c ify )
39 40 41 42 43
Indispensable  
A great help 
Of lim ite d  value  
Of l i t t l e  help
Col. 39-43
27. How c le a r ly  are the d u ties  of each group defined and known?
W aitress Housekeeping Ward C lerk Others
Service Serv ice S ecretary  Hostess ■ (s p e c ify )
44 45 46 47 48
Very c le a r ly  
F a ir ly  c le a r ly  
Not very d e a r ly  
Not defined a t a l l
Coi, 44-48
28. In  general how w e ll do they f i t  in  and get along w ith  the nursing s ta ff?
49 50 51 52 53
F i t  in  very w e ll 
F a ir ly  w e ll 
Not very  w e ll 
Not a t  a l l  w e ll
C o l. 49-53
29. I f  some aspect o f th e ir  performance c a lls  fo r  in te rv e n tio n , do you
54 55 56 57 58
Take d ire c t  action  j 
y o u rs e lf
R efer the m atter to
t h e ir  superior/ senio r o f f ic e r /
Both
C o l- 54-58
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Od .
33.
34 .
Are you s a t is f ie d  th a t your a u th o r ity  
is  s u f f ic ie n t  to  con tro l and co­
o rd in a te  the work of the a n c i l la r y  
s ta f f  in  the ward?
A u th o rity  is  s u f f ic ie n t  
A u th o rity  is  not s u f f ic ie n t  
A u th o rity  is  undermined 
by c o n f lic t in g  orders of 
other s ta f f
Col. 59
31. Do you fin d  th a t the work of the 
m edical s ta f f  on your ward or dept, 
is  on the whole organised?
Very w e ll 
F a ir ly  w e ll 
Not very  w e ll 
Very poorly
C o l. 60
32. Is  the amount of communication 
between p a tie n ts  and doctors on 
your ward
more than adequate 
about r ig h t  
not s u f f ic ie n t  
very inadequate
Col. 61
I f  the exerc ise  o f your a u th o r ity  
in  the day to day o rg an isa tio n  of the  
w ard /dept, c o n flic ts  w ith  medical 
requirements do they on the whole
2
3
A
Comply w ith  your requirem ents  
w ithout g rea t d i f f i c u l t y  
In s is t  on th e ir  own p r io r i t ie s  
Accept a s a tis fa c to ry  
compromise
Leave the s itu a tio n  unresolved  
Col. 62
Do you obta in  enough in fo rm ation  about 
the aims, methods and value o f the 
c o n trib u tio n  o f param edical and 
tec h n ic a l s ta f f  to ensure th a t i t  is  
f i t t e d  in to  the o v e ra ll medical and 
nursing care p lan  in  the best in te re s ts  
o f p a tie n ts  and s ta ff?
Adequate in fo rm ation
Less than adequate in fo rm ation
Very inadequate in fo rm ation
Col. 63
35. Is  there a d e a r ly  defined  system
fo r  exchange of necessary in fo rm ation  
and discussion between param edical/ 
te c h n ic a l, and m edical/nurs ing  s ta ff?
Yes
No Col. 64
36. On the whole do you fe e l th a t  
the various p ro fess io n a l and 
tech n ica l s t a f f  p re fe r  to be 
regarded
As an extension of the 
m edical team 
As an extension o f the 
nursing team 
As separate autonomous 
p ro fess io n a l groups
Col. 65
37. Which of the fo llo w in g  is  nearest to  
your a tt itu d e  concerning the vario us , 
categories  o f s ta f f  involved w ith  
the w ard /dept.
1 □
n
□
A ll  are encouraged to work 
together and understand 
each others c on tribu tio ns
Each should concentrate on 
doing h is own job w e ll and 
leave others to  do lik e w is e  
Degree o f in te g ra tio n  and 
communication is  m o stlyu p  
to the various in d iv id u a ls  
  Col. 66
38. Do you fin d  the present co n trib u tio n  
of the vo lu n tary  serv ice  ie  Red 
Cross, S t. Johns Ambulance, League 
of F riends, N at. H ea lth  Service  
Reserve
1 Indispensable
2 A great help
3 A l i t t l e  heLp
4 Sometimes a nuisance
5 Frequently  a nuisance
6 , Non e x is te n t
Col 67
39. Would you welcome greater
p a r tic ip a tio n  by vo lu n ta ry  helpers?
Yes
Doubtful
No
Col. 68
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40, Could you tick whichever statement 
In each section corresponds most 
closely with your method of running 
your ward/dept.
□
□
Patients must be given the 
fullest possible information 
about their condition, 
treatment, prognosis, etc.
Too much information is 
unnecessary or undesirable; 
it is better to answer 
questions as they arise
Col. 69
□
□
Patients should be 
encouraged to fit into the 
pattern of ward activities 
etc; as well as possibLe to 
enable things to run smoothly
Patients should be encouraged 
to be themselves and help 
themselves as far as possible 
regardless of ward routine
Col. 70.
□
□
Relatives and friends should 
be encouraged to visit often 
and participate in whatever 
ways they are able in the 
patients recovery
Increased involvement with 
visitors is too disrupting for 
the v rd and tiring for the 
patient; it should be limited
Col. 71
I I Patients should be encouraged to understand and co-operate 
in their care
Patients should be encouraged 
-to place themselves in the 
care of the staff and leave 
it to them
Col. 72
□
Staff should try to get to 
know the patients as 
individuals as well as they 
can to improve their 
understanding of them
Relevant information is 
obtained in ward rounds, 
examinations etc. and 
communicated to staff.
Informal communications may 
be time consuming or confusing
Col, 73
41. Could you tick whichever statement 
in each section corresponds most 
closely with your idea of exercising 
a sister’s role efficiently on your 
type of ward or dept.
□
□
The ward/dept, functions best 
if staff try to develop friendly 
working relationships regardless 
of their position 
Things run more smoothly if 
more formal relationships are 
observed and differing 
positions and seniority of 
various members are clearly 
recognised
Col. 74
□
It is necessary for nursing 
and other staff to observe 
fairly strict rules and 
disciplines
Observance of strict rules 
and discipline are not 
part of modern ward 
organisation
Col. 75
* □
Staff must realise that if 
their performance is poor 
they will receive apprqsriate 
rebukes and corrections 
It is more important to 
rectify the offence than 
punish the offender - the 
punishment’may not always 
have the desired results
Col. 76
Staff should be able to work 
well without needing praise 
and approval for what they do
□ It helps to maintain good performance if they know that they can expect approval and 
recognition for good efforts
Col. 77
42. On the whole is the standard of care 
you are able to achieve on your 
ward/dept.
Better than average 
Average
Less than you would like 
Very much less than you 
would like
Col.78
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CARD I I
>
P art I I  R e la tio nsh ips  w ith  othe departments and s ta f f______ C o l. 3
43 . Who is  your immediate superior?  
Grade o f P o s itio n
CoL. 4
44 , Do you regard him /her as
an adviser or consultant 
a working colleague  
a senior o f f ic e r  w ith  
a u th o r ity  to  d ir e c t  what you do
O ther, please sp e c ify
Col. 5
45. Which of the d escrip tio n s  in  question
44 do you consider best fo r  the e f f ic ie n t  
running of your w ard /dept.
an adviser or consultant 
a working colleague  
a senior o f f ic e r  
other
C ol. 6
46. Since the incep tio n  of the Salmon
stru c tu re  has the re la t io n s h ip  ind ic a te d  
in  question 44
improved
remained the same 
d e te rio ra te d
Col. 7
50. Regarding question 49, has the Salmon 
s tru c tu re  been associated  w ith
an improvement 
no change 
a d e te r io ra tio n
Col. 11
51. Do the requirements or in s tru c tio n s  
of nursing ad m in is tra tio n  ever c o n f lic t - 
w ith  your own p r io r i t ie s  fo r running  
the ward or dept.
o ften
sometimes
occasionally
never
Col, 12
52. I f  th is  does happen, do you expect th a t 
fo r  the most p art
1 you w i l l  have to  submit to 
  th e ir  wish
2 a s a tis fa c to ry  compromise w i l l  
  be agreed
3 they w i l l  g ive way to your 
  requirements
4 the s itu a tio n  w i l l  remain 
  unresolved
5 o ther (p lease s p e c ify )
C ol. 13
47. Do you regard the l in e  of communication 
from yo u rs e lf to the top le v e ls  o f 
nursing adm- l is t r a t io n  as
1 very e ffe c t iv e 1 o ften
2 reasonably e ffe c t iv e 2 sometimes
3 poor 3 _ occas ion a lly
4 very  poor 4 never
C ol. 8
53. Do the requirements or in s tru c tio n s  of
the nursing a d m in is tra tio n  ever c o n f lic t ,  
w ith  those of the m edical s ta f f
Col. 14
48. Regarding question 47, has the Salmon 
s tru c tu re  been associated with- '
an improvement 
no change 
a d e te r io ra tio n
54. I f  th is  does happen are you most 
l ik e ly  to
C ol. 9
49 . Do you regard the l in e  o f communication 
from the top Levels of nursing  
ad m in is tra tio n  to y o u rse lf as
1_____  very  e f fe c t iv e
2_____  reasonable e f fe c t iv e
3 ___  poosj
4 ___  very poor
Col. 10
give p r io r i t y  to  the nursing  
requirement
give p r io r i t y  to  the medical 
requirement
tr y  to get them to see each 
others p o in t and fin d  a 
so lu tio n
avoid a d ec is ion  and hope th a t  
i t  w i l l  reso lve  i t s e l f  
other (please sp ec ify )
Col. 15
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55. Does conflict ever arise between the 
requirements of nursing and lay 
administrators which affect your 
work
often
occasionally
never
Col. 16
56. If this happens do you expect that 
it will
be resolved easily 
be resolved with some 
tension or difficulty 
result in the imposition 
of an unsatisfactory 
solution for you 
other (please specify)
Col. 17
57. Do you ever experience direct conflict 
With lay administrator?
often
occasionally 
never
Col. 18
58. If this happens do you expect that it 
will
be resolved easily 
be resolved with some tension 
or difficulty
result in the imposition of 
an unsatisfactory solution 
for you
other (please specify)
Col. 19
59. To what extent do medical, nursing and lay adminiscration show appreciation for 
the efforts you make to do a good job
Medical Nursing Lay
20 21 22
Show a lot of appreciation 
UsualLy show appreciation 
Occasionally show appreciation 
Rarely show appreciation 
Never show appreciation
Cols. 20-22
60. To what extent do they criticise the way you do your job
Medical
23
Nursing
2'4
Lay
25
Very critical 
Usually critical 
Occasionally critical 
Rarely critical 
Never critical
Cols. 23-25
1(72
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61 . To what ex ten t does th e ir  a t t i tu d e  im ply th a t they th in k  yours is  an im portant I
p o s itio n  on the s ta f f ,
Medical Nursing Lay
1
1 They make i t  seem very  im portant J
2 They make i t  seem f a i r l y
------ im portant i.
3 They appear in d if fe re n t
4 They appear to  a tta c h  l i t t l e  J
------ ------ importance to  i t  •
5 They make i t  seem very j
unimportant
26 27 28 C ol. 26-28
62. How w e ll do they understand the problems of your job
Medical Nursing Lay
1 They understand very  w e ll
2 They understand f a i r l y  w e ll
3 Only a poor understanding
4 Hardly any understanding
5 . No understanding a t a i l
29 30 31 C ol. 29-31
63.. How w e ll do you th in k  they understand each others problems to achieve a smoothly
running service
Medical Nursing Lay
---—'
1 Seem to make a lo t  of e f fo r t
2 Make some e f f o r t
3 Make a l i t t l e  e f fo r t
A Make no e f fo r t  a t  a l l
32 33 34
C o l. 32-34
64. How successful are  they in  m eeting each others requirements to  achieve a smooth
o v e ra ll serv ice
M edical " ' Nursing Lay
1 Very successful
2 Q uite  successful
3 L i t t l e  success
4 No success a t a l l
35 36 37 C ol. 35-37
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6 “ The following list relates to departments involved in running your wards or
department. Could you indicate (a) how good the relationships are between their 
staff and yours and (b) how satisfied you are with the efficiency of their service 
as it affects you.
Add any other departments not included.
(a) Relationships 
staffs 
(1) (2) (3)
between
.15) .
(b) Efficiency of service 
..(6 ) (7) (8 ) (9) n m
Very
Good Good Fair Poor
Very
Poor
V e r y
3ood Good Fair Poor
Very
Poor
Catering 38
Laundry 39
Supplies 40
Pharmacy 41
Laboratory 42
Radiography 43
Physiotherapy 44
Dieticians 45
Social Worker 46
Occupational Therapy 47
Admission Office 48
Records Office 49
Ambulance Service 50
Porters 51
Engineering (plumbers, 
joiners, electricians) 52
General Office 53
Medical Technicians '54
Telephone Service 55
CSSD 56
57
• 58
6 6 . Could you say which three 
of the above make the 
greatest effort to deal 
with problems quickly and 
efficiently
67. Could you say which 
three of the above 
present the most 
frequent.probLeras
6 8 . Could you say which 
three of the above 
present the most 
difficult problems
1 c t- 1 stist
2 nd - 2 nd
IvJ 3rd
69. Are you satisfied that the training; 
management courses etc, you have been 
given are adequate for your job
More than adequate
Adequate
Inadequate
Col. 62
70. Would you take a post of greater 
responsibility if the opportunity 
arose
Yes
No
Not sure
Col. 63
71. Do you think prospects of promotion 
for you here are
1 Very good
2 Average
3 Poor
Col. 64
72. On what grounds do you think promotions 
are made here
Individual performance 
Number of certificates 
Relationships with supervisors 
Individual desire for promotion 
Other (please state)
Col. 65
73. 4 What is your marital status
Single
Married
Wid. Div. Sep.
Col. 66
74. Have you any children
Under school age
At school or college and 
living at home
Young adult living at home
Away from home (married, 
working, etc.)
Away - student
None
Col. 67
7 5  ^Do you live
Alone
With your family
With a friend or friends
Col. 68
76. Do you live
Within the City boundary 
Further away
Col. 69
7 7 . Which of the following is your age
group
1 21-25
2 26-30
3 31-40
4 41-50
5 51-60
6 60+
Col. 70
78. When you left school did you have
'O' levels 
’A' levels
School Cert, or equivalent
Higher Cert, or equivalent 
Col. 71
79.. Since you left school have you had 
further edu cat ion/training/experience 
in any of the following
Professional (health services 
or social) other than nursing
Professional (non-health 
services)
Secretarial
Other (please state)
Col. 72
80. How many nursing qualifications have 
you_
One
Two
Three
Four or more Col. 73
81.Are you obliged to have a job
To support yourself 
To supplement family income 
Not obliged to have a job
Col. 74
82. Did you take this particular job 
because
Of hospitals reputation
Near to your home
Tr-Jned here and wanted to 
stay
Best available 
Other (please specify)
Col. 75
83. On the whole would you
* □
3 □  
* □
Be happy to do it as long 
as you choose
Be glad of the chance of 
another job if pay and 
conditions were better
Possibly take another job 
if the opportunity arose 
even if the pay and 
conditions are not as good
Be glad of any move but 
obliged to stay for 
personal reasons
Col. 76
;4. Now that you have completed the 
questionnaire - would you say whether 
it covered the important aspects of 
the organisation of your work
Very well 
Fairly well 
Not very well 
Not at all well Col. 77
85. If on the basis of the preliminary 
enquiries it was thought that your 
ward would be a good one to study in 
depth - that is interviewing all staff, 
etc - howwould you feel about this
Very willing to participate
Willing to participate if it 
would be of some use
Not very keen but might agree 
to it if necessary
Very much opposed to it
Col. 78
Name of Ward 
Date
Signature
Ward 79 80
If there are any aspects of the organisation of your work that have not been covered 
adequately by the questionnaire, would you please give details overLeaf.
Thank you very much for taking the time and trouble to complete this questionnaire. 
The analysis is always a long drawn out process but you will be informed of the 
results at the earliest opportunity.
Research Officer
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APPENDIX 3
INTERVIEW SCHEDULE FOR SENIOR MEDICAL STAFF 
INTERVIEWEE
DATE
PLACE
We are carrying out a study of Total Patient Care at the Radcliffe 
Inf irmary. with particular emphasis on nursing and I would like to ask your 
opinion on the present organisation and how you think the future should 
look.
First of all can I ask you about two major changes in recent years, the 
Salmon Report on Nursing Administration and the Revised Administrative 
Structure at the Radcliffe Infirmary.
TOTAL PATIENT CARE
1 Do you think that it is important for the Senior Medical Staff to have 
a clear understanding of the problems of nursing administration, or do 
you think this should be left to the nursing officers?
1 It is important for medical staff to understand
2 It should be left to the nursing officers
3 Other (specify)
477
a Do you feel the existing organisation provides you with sufficient 
contact with the nursing administration to have an adequate graps of 
their problems?
1 Yes, it  is sufficient
2 No, it  is not sufficient
3 Other (specify)
b Could you te ll me when exactly you do see the nursing officer at 
present, and how often
c (I f  not sufficient) Could you suggest any means whereby the contact 
may be improved?
What do you see to be the main problem in administering the nursing 
service?
4 The Salmon report on Nursing Administration was published in 1966.
Do you think that some sort of reorganisation of nursing administration 
was necessary or not?
1 Yes 2 No 3 Don't Know
5 a Could I very briefly remind you of the basic elements of the Salmon 
Structure which are:
a The top level, Nos 9 & 10 - Policy formulation 
Middle, Nos 7 & 8 - Programming of policy
1st line, Nos 5 & 6 - Execution of policy
' b Division or grouping of hospitals into manageable Salmon areas and 
units under appropriate levels of the structure.
There are many conflicting views on the merits of this structure
as a method of administering the nursing service. Could you tell
me what you think of it.
b Is your view based on observation of Salmon in operation, or attending 
discussions, or reading the .report, or to other factors? (specify)
c Do you think that Salmon is working in the Radcliffe as it was
intended to in the report?
U79
6 a Could you say whether you have noticed any changes, either good or 
bad, in the efficiency of the nursing administration in the past 
year or two?
b Would you say exactly what these were
c This card specifies the aims of the Salmon Structure as set out-in 
a DHSS pamphlet. Could you comment on the extent to which ease has 
been achieved in your opinion.
7 a -Within the existing limitations of finance and nurses available at
the Radcliffe, would you say that the nursing service is administered 
as well or not as well as possible?
1 As well 2 Not as well 3 Other (specify)
b What changes do you think are necessary?
8 a Are you satisfied that the present level of teaching given to student 
and pupil nurses on the wards and departments generally is sufficient 
to ensure adequate standards of care for the patient?
b There is a view that clinicians should be directly involved in ward 
teaching for student nurses as they are with medical students. Is 
this necessary do you think, or not?
c Could you say why you think this?
♦ m
d Have you any views on the use and effectiveness of clinical 
instructors on the wards?
9 Do you agree in principle with the Platt proposal that sutdent and pupil 
nurses should have full student status and by supernumerary to ward 
establishment?
1 Yes 2 No 3 Don't know
1*81
10 Nursing recruitment, as a whole, has been falling in the past years.
If the supply of nurses does not match the demand, what do you see to be 
the most appropriate course of action in the hospitals?
11 a Men are being increasingly recruited to nursing and to senior nursing 
posts. Do you think this will make any difference to the nursing 
service or its administration or not?
If yes
b What sort of difference are you thinking of.
U82
12 You may know that the ex Secretary of State set up a commission to
debate the role and function of the nurse and the training appropriate 
to this. Do you personally feel that any major changes are desirable?
a Role & function of trained nurse b training
13 a Some people predict that nurses will be concerned eventually with the 
technical care, leaving the basic bare to be given by some other 
group, or perhaps by the patients relatives. Do you think this is 
' likely?
1 Yes 2 No 3 Don't Know
b Does it sound like a feasible proposition?
1 Yes 2 .No 3 Other (specify)
c How would you feel at the prospect of such a development?
L V - !"'v v 1
14 a There is an increasing tendency in hospitals to employ Ward House­
keepers. How do you feel about this devolution of traditionally  
nursing functions?
i Yes 2 No 3 Don’ t mind
b Could you say why you think this?
15 Housekeeping teams are now starting to assume the hotel or domestic 
responsibilities. Could you comment on the view that many trained 
nurses are at present wastefully deployed in technical, secretarial, or 
administrative functions.
(prompt if necessary) Theatres, research units, OPD, etc
U8U
*
16 a There have been some moves towards extending the role of the nurse to 
undertake some traditionally medical functions* Have you any views 
bn this?
17 It has been said that in the present state of pressure on the nursing 
service, students or auxiliary nurses are being made responsible for 
care and duties beyond their competence.
Would you agree or disagree with this?
kQ5
18 a Do you agree or disagree with the idea that increased use of nursing 
auxiliaries is detrimental to patient care?
b  (If agree) Why do you think this?
\
19 a 4 The Department of Health has issued a formula whereby nursing
establishments are fixed for a hospital. Dou you think that fixing 
a ratio of nurses per bed is a reasonable method for distributing 
nurses?
(2^ nurses per bed)
(If 2)
b What alternative method wou^d you like to see?
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20 a Do you think that the present allocation of revenue to nurses (about 
20% of the budget) is too much, about right, or too lit t le ?
1 Too much 2 About right 3 Too l i t t le
(I f  1 or 3)
b What proportion would you spend on nursing 
c From which service would you take this?
21 Looking at your own specific area in the Radcliffe, could you say
whether on average, the provision of nursing sta ff in various grades 
is more than adeauate, about right, inadequate or seriously inadequate?
WARD/AREA BEDS
NURSING STAFF
COMMENTS
MTA AR I SI
• . ‘ '. ’ ” f;
22 (Only for inadequate or seriously inadequate staff)
What are the main consequences of inadequate nursing staff?
23 The items on this care indicate some of the causes of pressure of work 
frequently mentioned by nursing staff. Would you say that any of these 
applied to the wards or departments with which you are concerned.
WARD/AREA REASONS COMMENT
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Are there any other special features or problems concerning nursing 
care or administration in your ward or department which you consider 
require attention or correction? If so, what are these?
I Yes 2 No 3 Don’t Know
a The rapid expansion inside hospitals since 1948 has inevitably 
strengthened the various disciplines so that potential strains 
.exist between medical, nursing, lay administration, etc. Could 
you comment on the extent to which these create problems in practise.
b If difficulties do arise, at what level of staff is their impact 
most severely felt?
c Could you say why you think this happens?
Now I should like to ask you a few questions about the control and organi­
sation of the Radcliffe generally; _ v
26 a This hospital is claimed by many to have an outstandingly high
reputation for medical care* From your experience, do you think this 
claim is justified?
1 Yes 2 No 3 Don’ t Know
(If  yes)
b How do you think this has been achieved?
(I f  no)
c Why do you think that?
d Do you think this reputation applies equally to the total patient 
care services of the Radcliffe?
27 a Do you think there is anything special about this hospital, or the 
community it  serves, which tends to create special problems or 
difficu lties?
1 Yes 2 No 3 Don’ t Know
(If  yes)
b Could you say.what these problems are?
28 a Did you think when the McKinsey study was commissioned that such a 
study was necessary or not?
1 Necessary 2 Unnecessary 3 Other (specify)
b Did you think i t  tackled the critical problems as you see them?
1 Yes 2 No 3 Other (specify)
If  2
c Did it  miss anything important?
Why was this?
29 How successfully have the recommendations of the management consultants 
been implemented?
1 Very successfully 2 Moderately successfully 2 Not successfully 
(I f  2 or 3)
What are the main reasons why implementation has been slow or 
ineffective?
k91
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30 a Would you say from your own observations regarding the administration 
of the hospital generally that there has been any change either good 
or bad in the last year or so.
1 Improvement 2 Deterioration 3 No change
(I f  1 or 2)
b Do you think this is due to the Executive Committee or wholly or 
partly due to other causes?
1 Due to EC
2 Wholly or partly due to other causes
3 Can’ t say
Can you enlarge on your answer?
31 Do you feel that, in your position of senior member of the medical 
sta ff, you have enough say in the management of the hospital?
1 Yes 2 No 3 Don't Know
U92
32 Do you feel that you are able to devote enough time to research, or
would you prefer to spend more?
1 Enough 2 Not enough 3 Other (specify)
33 Are you able to devote enough time to teaching or would you prefer to 
spend more time on it?
L Enough 2 Not enough 3 Other (specify)
1*93
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34 Would you say that the standard of GP services in the area is on the 
whole as good as i t  should be, or perhaps'better or worse?
1 Adequate 2 Better 3 Worse
35 If you had to assume increased control over management problems, 
what aspects of your present work could be most easily revised to 
enable you to do this?
494
Would you agree or disagree with the statement that for purposes of 
management and organisation hospitals are not substantially different 
from other large complex organisations?
1 Agree 2 Disagree
If 2
Would you say what the major differences are.
Do you think that everything possible is being done by the Board of 
.Governors and Administration to deal effectively with the organisa­
tional problems of the hospital?
1 Yes 2 No 3 Don’ t know
(If  no)
Could you say what you think is lacking or should be done instead?
38 a In your opinion, does the Board of Governors look at the main 
problems differently to you?
1 Yes 2 No 3 Don’ t know
b What are the main differences?
39 a Do you feel that the priorities of the lay administrators in the
management of the hospital are the same as, or different from yours?
1 The same 2 Different 3 Other (specify)
- (I f  2 or 3) 
b How do they conflict?
U 9 6
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40 Over the past decade the length of stay in acute hospitals has fallen  
by about a \  day per year on average. Do you think this rend is likely  
to continue.
1 Yes 2 No 3 Other 4 Don't know
v_
41 Do you think there is such a thing as an optimum length of stay within 
specialties or diagnostic categories?
1 Yes 2 No 3 Other (specify)
1 *9 7  •
What in general is the main criterion by which you determine a 
patient’ s length of stay?
a The length of stay at the Radcliffe is among the shortest in the 
country. Do you think there is any special reason for this?
Yes 2 No 3 Don’ t know
(If  yes)
b Can you say what the reason is?
Do you think the patient or his family experiences any particular 
advantage or disadvantage from this short length of stay.
1 Yes * 2 No 3 Don1t know
Can you say what these are?
Are you in favour of decreasing the length of stay further?
1 Yes 2 No 3 Other 4 Don’ t know
46 a Are the available human and physical resources at the Radcliffe 
sufficient to cope with a further increase in throughput?
1 Yes 2 No 3 Other 4 Don’ t know
If 2 or 3
b What steps do you suggest should be taken to cope with this?
Assuming there is a need for this.
47 If additional money was made available to the Radcliffe, what three 
items would you spend it  on, in order of priority?
1
2
3
500
48 a Do you see these items as the three most important problems facing
the Radcliffe Infirmary at this point in time, or do you think there 
are other non financial items which are more important?
1 The same 2 Other (specify)
I f  2
b What sort of non financial solutions do you think may be tried?
49 a I f  you were to specify the three most important problems facing the
Hospital Service in general (at this point in time) would they be the 
same, or different?
1 The same 2 Different
If 2
b What are they?
5 0 1
50 a Are the problems facing the medical staff at the Radcliffe (at this 
point in time) in any way different from those of the hospital in 
general or are they largely the same?
1 Different 2 The same
If 1
b Could you say what they are?
These are the specific questions. I f  there are any particular points or 
comments either on the nursing service or the general organisation of the 
hospital which have not been covered, I would be most grateful i f  you would 
raise them now.
APPENDIX 4
CONFIDENTIAL Serial Nos
TOTAL PATIENT CARE
SENIOR STUDENTS AND PUPIL NURSES
QUESTIONNAIRE
I Which of the following Wards have your worked in and in which year of
your training. I f  you returned to a ward more than once in a year put
an additional tick for each return period of duty.
WARD FIRST YEAR SECOND YEAR THIRD YEAR
Alexandra
Beaver
Collier
Cronshaw
Cronshaw Annexe
ENT Ward
Hunter & Halsted
- £ A'.
Leopold Medical
Leopold Surgical-
Lister & Blalock
Litchfield
Marlborough •
Morris
Nuffield I
Nuffield II
Private Block
Richard Lower
Rowney
Symonds
Victoria
W illis
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2 Of a ll the wards you have worked on which would you be 
a Most happy to return to Name of Ward
b Least happy to return to XT _T ,*   r r j  Name of Ward
Here are two lis ts  of reasons volunteered by student nurses for liking or 
disliking wards. Could you number in order of importance (ie 1st; 2nd, 
3rd) the three main reasons for your selection of the two wards mentioned 
in question 2. I f  your reasons are not included please add them to the 
end of the lis t s .
Please read right through the Lists before you select any of the reasons
3a - Most Liked Ward
I like this specialty
I like nursing men best
I like nursing women best
I like nursing children best
It was a happy atmosphere
The staff worked well together
The patients were cheerful
I was able to do good nursing
I was given responsibility but 
not too much
The Sister of C/N supervised 
and taught well •
It was a well organised ward
The discipline was good
There was plenty to do without 
being impossibly busy
The Senior people appreciated 
my efforts
All of the patients needs were* 
important and given considera­
tion, not just nursing
I enjoy the responsibility one 
has when on night duty
I enjoy a busy atmosphere where 
you don't know what might happen 
next
I enjoy being kept busy without 
being interrupted by emergencies 
etc
The Sister took an interest in 
the nurses
3b Least Liked Ward
I dislike this specialty
I do not like nursing men
I do not like nursing women
I do not like nursing children
1 do not like nursing old people
It was disorganised
There was no discipline
It was a perpetual race against 
the clock
The patients depressed me
The permanent staff always treated 
me as an outsider
I was expected to do things 
without being taught and shown how
There was no teaching
The fa c ilitie s  and equipment made 
good nursing impossible
The nursing was bad because it  
was so hectic
The sta ff didn't get on together
It was too strict
The Sister was always after you 
for mistakes etc
Nobody cared enough about the 
patients
There weren't enough trained staff
The Nursing Auxiliaries didn't know 
enough about what they were doing
I dislike night duty
The Sister didn't trust anyone
SOU
4 I f  you had to become a patient, in which ward would you expect to receive 
the best care.
Name of Ward
5 As a patient, in which ward would you least.like  to be looked after
Name of Ward
6 Which ward has the strictest discipline in the hospital.
Name of Ward
7 Which ward has the slackest discipline in the hospital
Name of Ward
8 Could you rank the following in order of your peference ie 1st, 2nd,3rd.
Nursing children 
Nursing old people 
Nursing men 
Nursing women 
Don1t mind
Medical
Surgical
Gynaecology
Orthopaedic
Casualty
Theatre
Geriatric
Paediatric
Other
9 a Have you ever fe lt  so fed up that you fe lt  like leaving
Yes
No
b If yes, why was this?
c I f  no, can you say generally why you have been content to stay.
Thank you very much for completing this form.
APPENDIX 5
.On this page a ll the questions have YES and NO printed after each.
Draw a circle round YES i f  your answer is 'yes1, draw a circle round NO 
i f  your answer is 'n o '. When you have completed these questions please 
turn to back of form.
CONFIDENTIAL PATIENT QUESTIONNAIRE SERIAL NO
QUESTION ANSWER
1 Were your bed and bedding comfortable? 1 Yes No
2 Was the ward reasonably quiet by day? 2 Yes .No
3 » Was the ward reasonably quiet by night? 3 Yes No
4 Was the ward temperature kept at reasonable level? 4 Yes No
5 Was the lighting satisfactory? 5 Yes No
6 Did you have enough privacy in the ward? 6 Yes No
7 Were the to ilet fa c ilitie s  adequate? 7 Yes No
8 Were the meals satisfactory? 8 Yes No
9 Did you have enough choice of dishes? 9 Yes No
10 Was your food appetising? 10 Yes No
11 Did the visiting arrangements suit you? 11 Yes No
12 Did the time you were awakened suit you? 12 Yes No
13 Had you enough chance to rest undisturbed during the
day? 13 Yes No
14 Were you provided with enough books, games, etc? 14 Yes No
15 Did you have long enough notice of admission? 15 Yes No
16 Was your reception satisfactory when you fir s t  .
reached hospital? 16 Yes No
17 In the ward did the nurses come quickly when you needed
them by day? 17 Yes No
18 Did the nurses come quickly when you needed them by
night? 18 Yes No
19 Were you told enough about your illness, your treatment
and your progress while in hospital? 19 Yes No
20 If you have to go to hospital again, would you choose
to come here? 20 Yes No
21 Did you feel you were accepted as a person by the
ward staff? * 21 Yes No
22 Did you feel that there was a happy atmosphere among
the staff and-patients? 22 Yes No
23 Did you feel secure in the wqrd when sister was on
duty? 23 Yes No
24 Did you feel secure in the ward when sister was off
duty? 24 Yes No
25 Did you find the sta ff helpful and considerate? 25 Yes No
26 Did you make any complaints about your treatment
whilst in hospital? 26 Yes No
27 Did you find the rules and regulations of the ward
very strict? 27 Yes No
28 Had you ever been in hospital before? 28 Yes No
P L E A S E  T U R N  T O  B A C K  O F  F O R M
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29 From whom did you find out most 
about your condition, your treat­
ment and your progress while in 
hospital?
(Tick appropriate answer)
30 To whom did you talk most? 
(Tick appropriate answer)
Doctor
Sister
Nurse
Student Nurse
Other (please specify)
Visitors
Doctors
Nurses
Patients
Other (please specify)
30 Did you feel you were discharged 
from hospital too soon, about the 
right time or do you feel you 
could have come out earlier?
32 Do you feel that more help 
should have been made 
available to you when you 
were discharged?
Discharged too soon 
Discharged about right 
Could have come out earlier
Yes
No
33 What did you like best about your stay in hospital?
34 What did you like least about your stay in hospital?
35 Please write any other comments or suggestions on how your stay could 
have been improved.
Please return the completed questionnaire in the stamped addressed 
envelopes provided. Thank you for your help.
SOI
CODING LIST OF PATIENT COMMENTS r- f a  rAPPENDIX 6 v8 pages;
GROUP CODE COMMENT
01
*
904 Private Patient
01 902 Unable to answer
01 903 Dead
01 900 No remarks
01 1 901 No complaints
01 1 906 No improvement necessary
01 1 138 General imprvement in standards found
01 148 Fall in standards
02 461 Toilets/baths insufficient
02 236 Toilet fa c ilit ie s  lacking in privacy
02 464 Toilets/baths too high
02 489 Toilets/baths need.hand rails etc.
02 482 Need for shower/bidet
02 493 Need for bathmats, shaving points, dressing gown hooks
02 913 Need for personal laundry fa c ilitie s
03 020 Bed too high
03 027 Bed too short
03 025 Bed too soft
03 022 Bed too hard
03 026 Back-rest unsatisfactory
03 029 Bed broken
03 021 Springs broken
03 1 023 Good/comfortable bed
03 032 Mattress too hard
03 031 Mattress plastic cover uncomfortable
03 030 Pillows uncomfortable/inadequate
03 034 Blankets insufficient
03 036 Blankets hard
04 496 Need for adjustable height lockers and bed tables.
04 491 Need comfortable chairs, tugs
04 488 Need bedside lit te r  bins
04 470 Screens inadequate
04 469 . • ’-No b ells /b e lls  out of reach
04 495 Need telephone call-box/trolley
04 1 468 Appreciated telephone service
04' 1 467 Enjoyed T.V./-radio fa c ilitie s
04 484 Need T.V. fa c ilitie s
04 485 Better radio service needed
04 945 Need clock in ward
04 490 Games/O.T. needed
04 150 Books needed
04 151 Magazines needed
04 152 Newspapers needed
04 153 Library service needed
04 154 Improved library service needed
04 155 Braille reading needed
04 483 Need improved trolley/shop service
04 914 Round of fru it seller daily needed
04 487 Need restaurant fa c ilitie s  outside ward
* 1:- Denotes expression of appreciation
GROUP
*
CODE COMMENT
05 480 Need separate ward for old people
05 481 Need separate ward for very ill
05 492 Need recovery room
05 486 Need day room/exercise area/dining area
05 494 Need separate facilities for specialist treatment
05 912 Need facilities for day patient care
05 234 Need more private rooms
05 475 Poor outlook from ward
05 1 477 Appreciated access to garden
05 1 471 Apprec. day room/balcony for relaxing
05 1 466 . Surroundings comfortable s.
05 1 465 Decor/furnishings good
05 463 Decor/furnishings poor
05 497 Need pictures to decorate wards
05 921 Hospital building antiquated
05 917 Need adequate X-Ray department waiting room '
05 911 Need facilities for children/parents to lodge in hosp
05 950 Suggest collection for hospital funds
05 918 Need more amenity beds
06 120 Ward too hot
06 121 Ward too cold
06 122 Fans needed for cooling
06 123 Temperature not adjusted to outside temperature
06 1 124 Temperature comfortable
06 420 Ventilation inadequate
06 422 Ventilation inadequate at night
06 421 Too draughty
06 162 Lighting inadequate
06 165 Need for individual light for night time
06 167 Need torches for night time
06 163 • .Lights too bright
06 166 ’ Lights left on unnecessarily
06 161 Sunless
06 160 Too much sunlight
06 1 164 Pleasantly sunny
07 1 476 . Ward very clean
07 531 Lack of hygiene
07 460 Toilets dirty
07 642 Offensive smells
07 .522 Communal use 'of razor
07 028 Ants in bed
07 503 Bells unanswered
07 1 478 Abundance of hot water
07 472 Lack of hot water
07. 473 Lockers dirty
07 107 . Need fresh drinking water
07 1 104 Food service good
07 105 Food service bad
07 474 Chipped cups
07 935 Equipment needing repair
07 500 Domestics unsupervised
07 521 Drug trolley inadequately supervised
07 930 Rude newsvender
* *1: — Denotes expression of appreciation
509
GROUP♦ CODE COMMENT
08 1 003 Satisfactory admission notice
08 1 007 Appreciate readmission to familiar ward
08 1 004 Good reception
08 1 006 Emergency system efficient
08 001 Insufficient notice of admission
08 002 Emergency admission
08 005 Emergency system inefficient
08 008 Admission procedure needs improving
09 1 280
\
Appreciated ambulance
09 281 Lack of car )
09 282 Distance from hospital) Dislike
09 284 Lack of ambulance )
09 285 Poor inter-hospital transport
09 283 Bumpy trolley
09 286 Quieter vehicles needed
10 1 010 Atmosphere happy
10 1 011 Atmosphere secure
10 1 014 Atmosphere relaxed
10 1 013 Atmosphere quiet
10 1 012 Atmosphere sunny/airy
10 015 Atmosphere unfriendly/strained
10 016 Atmosphere of hustle and bustle
10 944 Ward too crowed and large
10 1 146 Enjoyed meeting others
10 233. Disliked isolation from others
10 136 Disliked loneliness
10 523 Difficulty settling in
10 516 Disliked being labelled on arrival
10 139 Disliked loss of personal identity
10 1 < ■ 147 Liked retaining personal identity
10 1 504 Liked freedom/informality
10 513 Little freedom to mix
10 501 Disliked petty restrictions
10 508 Disliked frequent bed moving
10 520 .Disliked changing wards
10 942 Disliked temporary stay in other hospital
10 532 Disliked lack of continuity
10 529 Disliked feeling unwanted when convalescent
11 082 Discharge notice too short
11 083 Discharge too early
11 086 Needed convalescence
11 087 Disliked bed being prepared for new patient
11 091 Disliked sitting out of bed all day waiting for discharge
11 090 Disliked delay waiting for ambulance
11 084 Insufficient help (information drugs etc) on discharge
11 910 Need home loan equipment service
11 085 Discharge delayed due to inefficiency
11 089 Kept in too long;
11 088 Disliked uncertainty re discharge
11 1 092 Appreciated definite discharge date
* 1:- Denotes expression of appreciation
5io
GROUP* CODE COMMENT
12 310 Disliked ward timetable
12 502 Disliked waking time
12 506 Disliked too early lights out
12 518 Disliked too late lights out
12 200 Disliked long nights
12 201 Disliked short nights
12 308 Disliked lack of rest/sleep
12 515 Need quiet period •
13 108 Disliked mealtimes generally
13 511 Disliked clash of doctors rounds and mealtimes
13 526 Disliked communal dining room
13 1 479 Enjoyed communal dining
13 505 Disliked unusual mealtimes
13 111 Disliked poor, or no early morning tea
13 1 109 Appreciated post op., or early morning tea
13 103 Need for snacks or drinks between meals
13 115 Need for suppertime drink
13 100 Food unappetising/cold/deplorable
13 110 Bread terrible/soggy/.cardboard etc
13 106 Insufficient quantity of food
13 118 Smaller portions of food required
13 116 Meals too soon after operation '
13 112 Vegetarian meals needed ' *
13 113 Special diet not reliable
13 119 Unable to meet individual requests (food)
13 938 Would like beer on ward
13 101 Lack of variety of food
13 117 Food varied considerably
13 114 General improvement needed (food)
13 1 102 Food excellent/good menu/well cooked
13 223 •Disliked having to serve teas etc
14 253 Smoking unfairly regulated
14 251 Smoking too restricted
14 250 Smoking should be controlled
14 1 252 Appreciated freedom to smoke
15 184 Disliked noise generally
15 181 Disliked noise during night
15 180) Disliked noise of .T.V. arid radio
15 182)
15 190 Disliked noisy equipment (curtain tracks etc)
15 189 Disliked vaccuum cleaner noise
15 187 Disliked kitchen noise
15 185 Disliked sluice and toilets noise
15 183 Disliked noisy heating system
15 188 Disliked noisy overflowing water pipe
15- 186 Disliked noise of furniture being stacked near
15 191 Disliked noise of workmen
15 927 Disliked noise of shoes of staff
15 215 ' Disliked noise of other patients
15 530 Disliked disturbance when floor polished
16 454 Visiting time not correctly notified
16 440 Unfair visiting rules
* T:— Denotes expression of appreciation
511
GROUP CODE COMMENTT
16 441 Inflexible visiting rules
16 444 "Voluntary" visiting required
16 442 Visiting time should be extended
16 446 Visiting times too long
16 453 Visiting time too noisy
16 448 Visiting time should be restricted
16 445 Children should be allowed to visit
16 451 Family unable to visit
16 447 Visitors with colcfe should not be allowed
16 450 Insufficient seating for visitors
16 449 Would like cup of tea for visitors
16 452 Inessential procedures carried out during visiting
16 931 Inadequate bus service for visiting hours
16 915 Improved car parking needed
16 235 More privacy needed during visiting
16 1 443 Liked visiting times
18
I
230 Disliked lack of privacy
18 1 231 Appreciated cubicle/side room
18 1 232 Appreciated sufficient privacy
18 318 Disliked uncertainty/indecisiveness
18 315 Disliked delay before operation/special treatment
18 316 Disliked, delay before seeing doctor or finding bed
18 321 Disliked lack of warning of X-Rays, tests, etc.
18 948 Disliked police questioning soon after admission
18 919 Disliked press release re admission/condition
18 907 Disliked loss of property
18 936 , Need to improve O.P. Clinics
18 933 Ward location not clearly indicated
18 934 Bad administration generally
18 916 Would like visit from G.P.
18 1 926 Appreciated few hours leave while in-patient
18 1 -527 Appreciated remaining fully dressed
18 528 Disliked having to sit around in night attire
18 1 352 .Appreciated care and attention
18 507 Disliked delay/lack of attention
18 312 Disliked inefficiency/incompetence
18 509 'Disliked too frequent washing
18 514 Disliked not getting wash at bedtime
18 024 Disliked not being made’ comfortable for night
18 517 Need for routine bed pan rounds
18 498 Need for better nightwear/gowns for emergencies
18 033 Need for more frequent change of linen
18 512 Disliked too frequent bed making
18 311 Disliked getting bed sores
18 499 Needed ripple bed
18 035 Needed mattress turning
18 .037 Needed hot water bottle or electric blanket
18 324 Dressing not changed often enough
18 304 Inadequate help getting dressed
18 322 Disliked having to sit out of bed all day
18 905 Needed hairdresser
18 1 949 Appreciated hairdressing facilities
18 908 Needed chiropodist
18 533 Inefficient issue of N.I. Certificates
* 1:- Denotes expression of appreciation
512
GROUP* CODE COMMENT
18 943 Inadequate help for dependants while in hospital
18 929 Needed visit from Min. of Social Sec. or War Pensions D
18 306 Disliked pain
18 140 Disliked general condition (illness)
18 . 300 Disliked it generally (tests etc)
18 305 Disliked examinations
18 309 Disliked X-rays
18 319 Disliked lumbar puncture
18 325 Disliked being unable to eat
18 1 141 Appreciated establishing diagnosis
18 1 353 Appreciated efficiency of treatment
18 1 351 Appreciated premedication
18 1 354 Appreciated post-operative relief
18 1 356 Appreciated oral medication instead of I.M.
18 1 355 Appreciated euphoria created by treatment
18 301 Disliked anaesthetic
18 307 Disliked operation/post operative period
18 317 Disliked enema
18 326 Disliked drip
18 328 Disliked stomach pump
18 320 Disliked heavy respirator tubing
18 323 Disliked eye drops
18 /  314 Disliked injections/tablets
18 302 Disliked bedpans/urine bottles
18 303 Disliked bed baths
18 313 Disliked commode
18 327 Disliked pre-op shave by porter
18 135 Disliked everything
18 134 Disliked rest
18 132 Disliked boredom
18 130 Disliked being in hospital
18 144 Disliked being a burden to others
18 937 ’Dislikes N.H.S.
18 '925 Disliked P.Ps getting priority treatment
18 131 Disliked being away from home
18 080 Disliked leaving ward
18 093 Envied other patients' early discharge
18 1 137 Liked everything
18 1 133 "Liked rest
18 1 143 Liked getting well
18 1 149 Liked becoming mobile
18 1 145 Liked brevity, of stay
18 1 081 Liked going home
18 1 142 Liked freedom from home worries
18 1 941 Liked peace of mind knowing treatment free
18 940 P.P. charges too high for facilities provided
18 947 Preferred another hospital
18 210 Distressed by other patients' illne.ss
18 222 Relieved to be in better health than others
18 221 Admired courage of other patients
18 217 Enjoyed helping other patients
18 214 Enjoyed friendliness of other patients
18 211 Irritated by other patients
18 213 Embarrassed by other patients
18 218 Annoyed by patients' lack of consideration for staff
18 219 Other patients, quiet
18 220 Patients incompatible
* 1:- Denotes expression of appreciation
513
-v4Vy-X/ , ■.„. ■//-.v-/ .v.l/ h,. ■:. : .wL 1;, .^ /v4--w . . ? , /  ,1 ;
.GROUP. CODE COMMENT
19
*
1 260
19 1 261
19 1 262
19 1 263
19 1 269
19 1 272
19 1 273
19 1 274
19 1 275
19 1 278
19 1 534
20 909
20 524
20 * 519
20 510
20 068
20 400
20 401
20 402
20 403
20 525
20 928
20 923
20 924
20 920
20 939
20 264
20 265
20 266
20 267
20 268
20 < .270
20 271
20 276
20 277
20 279
21 1 040
21 1 041
21 1 042
21 1 043
21 1 044
21 1 045
22 060
22 061
22 062
22 063
22 064
22 065
22 066
22 067
22 069
22 070
22 071
Appreciation of doctors 
" nurses
" doctors and nurses 
11 staff
" physiotherapists 
" social worker 
" dietician
O.Ts and X-ray 
" receptionist/ward secretary 
" nurses and ward domestics 
Staff well organised
Staff need name and rank labels 
Staff could be better organised 
Staff unfair in treatment of juniors 
Slackness amongst nursing staff 
Staff too familiar with each other and patients 
Staff treatment of other patients inadequate 
i» ii ii ii ii cruel
” . 1 1  n ii n condescending
" " " 11 " indifferent
Object to male staff on female wards 
Need male staff 
Need additional nursing staff 
Need, additional domestic staff 
Staff underpaid 
Staff need smarter uniforms 
Criticism of doctors
H ti . nurses
It ti doctors and nursesIt it staff
.ticism of porters
ii it receptionist
it ti physiotherapist
ii ti psychiatrist
it it orderlies
ii ti X-ray staff
Good communications with doctors
nurses
doctors and nurses . 
staff 
patients 
receptionist
Poor communications with doctors 
11 M lf nurses
11 11 11 doctors and nurses
i i  i t  i i  staff
,f " " patients
Language difficulties 
Overhearing doctors' discussions
Communications poor - Admission office/Enguiries/Inter-aepartmental
" " Hospital - G.P.
" " Ward staff/Maintenance staff
" " Ward staff/Ancillary staff
* 1:- Denotes expression of appreciation
S i V
CODE COMMENT
946 Missed religious services
932 Appreciated church services
922 Liked chaplain’s visit
Denotes expression of appreciation
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